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leaving the surgical field conveniently accessible. 
Knee crutch and soleplate assemblies provide 
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Beneath his gloves 


' HANDS SURGICALLY STERILE 


HE doctor who scrubs his hands with Germa-Medica 
before slipping them into rubber gloves, doubly pro- 
tects himself and his patient from infections. 

For Germa-Medica contains the highest possible concen- 
tration of soap solids. The emulsifying lather flushes out 
dirt and secreted substances with dependable thorough- 
ness, leaving the hands surgically sterile. 

The fact that more than 60% of America’s hospitals use 
Germa-Medica proves that doctors and superintendents 
appreciate its added protection. So switch to Germa- 
Medica—now—for a stronger bulwark against infections. 
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Planning a Hospital to Human Specifications 


Areas in which the patient, the physician, and the nurse can be 
constructively helpful when it comes to planning the hospital 


J. J. GOLUB, M.D. 


HEREVER physicians aided by nurses min- 
W/ i# to the sick, there, it can be said, is 

a hospital. Although for a long time 
hospital service has advanced beyond this simple 
characterization, its significance is not weakened 
by the newer and now customary way of defining 
a hospital in terms of functions. Thus, it is now 
properly said that the functions of a hospital are 
not only to provide hospital care for patients, but 
also to be a source of medical and nursing educa- 
tion, to engage in clinical and laboratory research, 
and to participate in programs of disease preven- 
tion. Obviously, these functions are human activi- 
ties centered around the patient, and performed 
by the physician and the nurse. 


The characterization becomes no less meaning- 
ful in the light of the many advances in medical 
science, particularly in the new diagnostic and 
therapeutic methods emanating from physiology, 
physics, pathology, bacteriology, and chemistry; 
in the application of the knowledge derived from 
the social sciences—so much of which concerns 
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society and the individuals in it; in the progress 
of architecture and engineering—their general and 
special features in design and in mechanical de- 
vices, and the selection of special building ma- 
terials suitable for hospital construction; in the 
introduction of a large variety of specialized 
equipment and precision instruments; and in the 
numerous and altogether too complex but ines- 
capable aspects of clinical and administrative or- 
ganization—so called hospital management. For 
all of these criteria primarily focus their attention 
on the patient, vitally concern the technics of the 
physician, profoundly affect the practices and pro- 
cedures of the nurse, and aim to make the mani- 
fold tasks of hospital service as a whole efficient 
and safe. 














While it is unlikely that anyone would disagree 
that the patient, physician and nurse are funda- 
mental to the hospital’s existence and aims, and 
that much of the hospital’s growth and develop- 
ment from simple and modest beginnings to its 
present day edificial structures are attributable to 
them, yet in some quarters this heroic trio is given 
insufficient consideration when the hospital is be- 
ing planned. There is need for more awareness 
that each one of this human trio is as essential to 
the hospital as height, width and depth are to a 
cube—the elimination of one dimension would 
destroy the cube. There is need too for greater 
recognition that many constructive specifications 
and much guiding information for hospital plan- 
ning, construction and equipment, when sought, 
may emanate: 

1 From close observation of the experiences 
and service requirements of the patient, and 
from the keen hospital administrator, who 
has ample reason to know that the articulate 
patient, especially when intelligent, often 
correctly points out physical conditions in 
the hospital that cause inefficiency of serv- 
ice, discomfort, threaten safety, and may 
even retard recovery. 

2 From the observant physician, if his exact- 
ing and life-saving technics are to be facili- 
tated, and his orders safely and expedi- 
tiously carried out. 


3 From the alert nurse, if her practices and 
procedures are to be efficiently performed, 
and her health safeguarded. 

While such specifications and information un- 
doubtedly would require thorough sifting of the 
practical and feasible from the impractical and 
unfeasible, enough of the former would remain to 
justify close attention on the part of hospital plan- 
ners to the opinions and views of the patient and 
those qualified to speak in his behalf, and of the 
physician and nurse, when it comes to planning, 
constructing and equipping the hospital in which 
they are to serve and be served. 

The opinions and views of this trio of indispens- 
ables would be many. Most of them would be in- 
teresting, some would be conclusive, but here 
Space permits discussion of only the following 
seven inter-related human specifications: 


SEVEN HUMAN SPECIFICATIONS 
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Space 


All who reside in a hospital, and who perform 
the hospital’s task are concerned with “space.” In a 
paper in The Lancet, describing the new Treloar 
Hospital, Sir Henry Gauvain writes with justifi- 
able satisfaction: “This hospital of my dreams is 
now completed.” Sir Henry’s elation need not be 
lessened by the knowledge that dreams are flighty, 
and that today’s physically perfect hospital may be 
imperfect tomorrow. Not having a perfect hospital 
remain perfect is normal, in the light of change 
and progress. A new hospital, correctly planned, 
soundly constructed, and intelligently equipped, 
shows up the imperfections of those of earlier 
vintage. Successively, hospitals improve physically 
when they are planned to provide adequate space, 
equitably allocated to all hospital departments, 
and logically related in contiguity and proximity. 
Equitable allocation of space to each department 
and service depends on knowledge of the quality 
and quantity of work expected of each. The num- 
ber of patients and personnel to be served, and 
whether and to what extent the department or 
service will be engaged in research and teaching, 
are determining factors. 


It is now known from experience what the de- 
sirable number, dimension, shape and ceiling 
height should be for each department and room 
in every size hospital. No sacrifice of interior plan, 
which aims to accomplish utility, flexibility, econ- 
omy of operation and construction should be 
made to meet the exterior architectural design. 
Only after all essential interior requirements are 
met may consideration be given to the exterior. 


Patient’s Bed Space 


Hospitals have traveled a long way from the 
days when hospital beds were occupied by two 
to four patients. Today each patient has his bed, 
as a matter of course. Provision is also made for 
a distance of three to four feet between beds, with 
curtain or permanent cubicle for each bed. 


It is no longer regarded as a luxury to provide 
80 to 100 square feet, and a ceiling height of ten to 
eleven feet, or 800 to 1100 cubic feet per patient’s 
bed. These are not maximum figures. Some of our 
well planned hospitals average more than 1100 
cubic feet per patient. 


Patients’ rooms and wards are correctly planned 
when their forms and areas permit placement of 
furniture and equipment in a suitable manner, 
with free access to three sides of the bed. 


The space actually occupied by a patient’s bed 
is but a small part of the total space of a modern 
hospital. The total cubic space per bed in a modern 
hospital, say of 200 or more beds, varies from 8000 
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to 16,000 cubic feet. Seventy per cent and more of 
the cubage is taken up by auxiliary services. 


Surgical Operating Room Space 


Space requirements of these auxiliary services 
have risen to new heights from year to year. For 
example, about thirty years ago it was not uncom- 
mon to find hospitals of 200 beds with only two 
surgical operating rooms, and perhaps two or three 
small auxiliary rooms, occupying a total area of 
about 1000 square feet. Today’s modern 200-bed 
hospital requires no less than 5000 square feet, and 
about 32 rooms of different sizes for the surgical 
operating suite, as follows: 


Dressing and Locker Rooms 


Operating Rooms ( 
with Showers and Toilets 


3 large 
2 small 1 for surgeons 
2 scrub 1 for house staff 


1 for visitors 


2 sub-sterilizing 
1 for nurses 


Auxiliary Service Rooms 
, Storage Rooms and Closets 
anesthesia 


2 
1 central sterilizing 1 for linen 
1 nurse’s work 1 for stretchers 
1 instruments 1 for splints and appliances 
1 ‘intravenous solution 1 for furniture and equip- 
1 gloves ment 
1 central supply 1 for gas tanks 
1 utility 1 for blanket warming 
1 for cleaner 


Miscellaneous Rooms 


1 office 
1 frozen section laboratory 
1 recovery 


Radiology Department Space 


Another example of enlargement of space re- 
quirements may be seen in the x-ray department. 
The one-room and one x-ray machine with a small 
dark room for film developing, occupying an area 
of about 400 square feet, was no rare sight in the 
same size hospital thirty years ago. The radiology 
department has since expanded into a suite of 
about ten rooms, occupying about 2500 square feet, 
and consisting of x-ray machines and appur- 
tenances for deep therapy, superficial therapy, 
general x-ray, gastric x-ray, fluoroscopy, urology, 
fractures—each placed in a separate room; besides 
a dark room for developing films, a viewing room, 
examining room, dressing rooms, office, and stor- 
age rooms. 


Essential Space is Given for Determined Volume 
of Service 


It is so with all units which constitute the hos- 
pital. These units are the departments and serv- 
ices. Each unit is given the essential space for the 
determined volume of service, for the specified 
number of workers, for placement of equipment 
and furniture, and for storage of supplies. These 
units are then logically united and related to one 
another for expeditious and proficient service, and 
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for the common use of centrally located equip- 
ment. The patient, physician and nurse can, if 
invited, impart practical and invaluable guidance 
in matters of space allocation, arrangement and 
unification. These physical aspects, when correctly 
achieved, result in a satisfactory hospital, and 
make it easier to meet the other six specifications. 


Equipment 
Qualities Must Facilitate Good Performance 


Expeditious and efficient care of the sick de- 
pends on modern mechanical equipment. Adequate 
medical and surgical equipment, and precision in- 
struments, are essential to the physician as aids to 
the diagnosis and treatment of disease, and to the 
nurse in her manifold tasks. With the proper 
equipment, performance is facilitated, and results 
are improved. For roentgenograms, superficial and 
deep therapy, cardiograms, laboratory examina- 
tions, and metabolism tests to be correct, adequate 
and modern equipment and apparatus are re- 
quired. These must have the qualities of accuracy, 
safety, simplicity in operation, sound construction 
and durability. They must be noiseless, capable of 
inexpensive maintenance, and of being easily kept 
clean. ¢* 


The physician and the nurse are concerned with 
the efficacy of dressing, instrument, utensil and 
water sterilizers, water stills, bed-pan washers and 
sterilizers, surgical operating room lights which 
illuminate the surgical area and the tissue cavity, 
and the hydro-therapy and physical therapy equip- 
ment and machines. They also have an interest 
in most, if not all, of the other types of mechanical 
equipment, such as that of laundry, kitchen, house- 
hold and power plant. 


Wise Planning 


A well planned hospital is not under-equipped, 
lest service be handicapped, and is not over- 
equipped, lest space, money, and maintenance ef- 
fort be wasted. 


The wise planner examines and studies the per- 
formance of tasks, practices and procedures of 
physicians and nurses. He consults them in rela- 
tion to type, quantity, and quality of equipment, 
and in relation to their convenient location for ac- 
cessibility, utility, and common use by appropriate 
departments. 


Communications 


Squadron Leader Murray Harris in his book, 
“Lifelines of Victory,” says: “Communications are 
the key to victory.” He, of course, uses the word in 
“full military sense”’—a means of communicating 
information to and from the front line, and the 
maintenance of free and short supply lines. It is 
so with hospital communications. There is also 





15 








the example of the human body, which is built 
around a hole with an opening at the mouth for 
one-way communication. When obstruction or in- 
terference occurs in this line of communication, 
the entire body is in trouble. So it is with the hos- 
pital, except that its communication lines are 
two-way. 


Hospital facilities and services are built around 
lines of communication. When they are carefully 
studied and soundly planned to meet require- 
ments, no serious defect can occur in the whole 
hospital plan. Correct lines of communication de- 
termine location and relationships of patients’ 
rooms, departments, and auxiliary services. They 
help to unify and coordinate them in the most 
advantageous manner. 


The hospital’s lines of communication are ver- 
tical and horizontal, and for efficient performance, 
rest on the geometric axiom that a straight line is 
the shortest distance between two points. The 
principle followed is of minimizing distances for 
transport of patients, for medical staff, for nurses, 
for personnel, for visitors, and for supplies, with 
as little lost motion as possible. They include 
communicating by electric wire, lamp, and buzzer, 
by elevator, stairway, ramp, chute and corridor, 
and by truck and messenger. 


Generally, hospital communications have four 
aspects: signal, oral, written, carrier and vehicle 
(records, packages, and supplies). 


Signal Communications 


One type of communication is the patient-nurse 
signal system. This can be a one-way system, 
where the patient presses a button which lights 
the room or bed number on the annunciator panel 
at the nurse’s station and a light over the patient’s 
room door. This usually requires two trips by the 
nurse—one to the patient to ascertain his wants, 
and the other to meet them. An improvement in 
saving nurse’s steps and speeding service is the 
specially designed bedside telephone with a softly- 
toned microphone device. By means of a key or 
switch, patient and nurse can converse. This sys- 
tem is especially useful in private rooms. 


The other is a visible or audible signal system to 
locate house staff and visiting staff members. The 
visible system has the advantage over the audible 
system in that it is free of disturbing sounds. Visi- 
ble panel boards, electrically lighted and strate- 
gically located, satisfactorily serve the purpose of 
reaching staff members. 


The installation of signal systems for emergency 
calls should not be overlooked, such as from sur- 
gical operating and anesthesia rooms when emer- 
gent help is needed; from patients’ bath and toilet 
rooms to nurses’ stations. In this group might also 
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be included the interior fire signal system, and, 
under wartime conditions, air-raid alert and black- 
out signals. 


Oral Communications 


One such system has been mentioned in dis- 
cussing the bedside telephone. The other concerns 
intramural and extramural telephone systems. For 
interdepartmental conversations, the usual tele- 
phone dial system, when connected with a special- 
ly constructed selector system, can be used for 
both “inside” and “outside” incoming and outgoing 
calls. When installed, it saves time and labor, and 
expedites information and service. 


Written Communications 


This is best attained by the installation of tel- 
autograph or teletype machines, located in places 
where speedy written communications are essen- 
tial, such as between out-patient registrars and 
record room, giving patients’ serial numbers for 
the purpose of sending history records to the clinic 
the patients are to visit; from the office of the 
surgical operating suite to nurses’ stations to pre- 
pare and send patients for surgery; and between 
nurses’ stations and business office. 


Carrier and Vehicle Communication 


Carrier and Vehicle (records, packages and sup- 
plies) communications involve consideration of 
two features: 


1 Location of receiving and delivery stations, 
and determination of routes of electric or pneu- 
matic tube carriers of patients’ records from cen- 
tral record room to clinics, for expeditious service 
and elimination of messengers. The electric car- 
rier system has advantages over the pneumatic 
tube system. In the former the records do not 
have to be rolled to fit into a tube, but can be sent 
flat, and are thereby saved from wear and tear. 
It is noiseless, and less expensive to erect and 
maintain. In large hospitals, one of these systems 
is useful in the business office for speedy communi- 
cation with the offices of selected departments, 
especially the out-patient department, and nurses’ 
stations, particularly on busy floors. 


2 Delivery of packages and supplies by vehicle 
or messenger. This requires the shortest routes; 
stairways, ramps, chutes, elevators and corridors 
form their pathways. Planning must consider their 
location, length, width, depth, door openings, light 
and ventilation. Floors, walls and wainscoting spe- 
cifications are based not only on walking traffic, 
but also on the hard wear of vehicle traffic. 


Numerous steps, much energy and considerable 
time of nurses and personnel are saved by the 
study of routes with reference to convenient loca- 
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tion of supply sources and their ultimate destina- 
tion on the several floors of hospital buildings, 
such as storeroom to kitchen and laundry, kitchen 
and laundry to floor and return. The routes pa- 
tients take on stretchers, wheel chairs or by foot 
from their beds to the surgical operating room, 
x-ray department, physical therapy and other de- 
partments, as well as the way from patients’ floors 
to the morgue also require careful consideration. 


Patient, physician and nurse should be able 
promptly to reach each other, and reach other hos- 
pital departments and services. The supply line 
should be at once expeditious and noiseless. The 
attainment of these ends is made easier when the 
direct experiences and views of patient, physician 
and nurse are known to those who plan the hos- 
pital. 


Privacy 


In any size room or ward of any number of beds, 
the patient’s privacy can be reasonably provided 
by suitable planning and placement of beds. It is 
highly desirable to do this. The patient’s require- 
ments for his very personal needs should be met 
as far as possible. He should not be exposed when 
undergoing physical examination or treatment. A 
patient in a cubicle, or screened by curtains is 
more relaxed, more cooperative, and will yield 
more relevant information when questioned by 
the social worker, house or visiting staff member 
concerning social and economic status, and illness 
history. He will be inclined to communicate more 
freely his fears, complaints, worries and needs to 
the physician, nurse and social worker. Privacy 
also reduces or eliminates visualization of depress- 
ing scenes, such as a patient returning to his bed 
after a surgical operation, the appearance of very 
sick patients, and patients in oxygen tents. 


During convalescence, privacy is equally desira- 
ble. The patient, beginning to return to normal 
physical condition, and relieved of mental anxiety, 
may desire to dress in privacy when leaving his 
bed, or clean his removable denture without being 
observed. 


Planning for privacy should not overlook Dr. 
S. S. Goldwater’s warning that: 


“Privacy with adequate attention is one thing; 
separation with neglect is another. Besides, 
the sick are often terrified by loneliness; it is 
as true as ever it was that misery loves com- 
pany.” 


Patients can be given certain privacy without 
the feeling of loneliness, accompanied by satis- 
factory attention, when the hospital is well 
planned and properly managed. To remove the 
feeling of being shut off, or to improve ventilation, 


February 1943 





many patients in private rooms often desire their 
doors partly opened. This can be accomplished 
when the door is made to swing in an inward 
direction, in proper relation to the bed. The door 
can be opened at an angle without exposing the 
patient to view from the corridor. These advan- 
tages are also secured by the installation of dwarf- 
doors in addition to the regular doors. Similar 
results can be obtained in two-bed rooms. In 
wards, the simple pulling of a sliding curtain or 
the construction of a suitable cubicle will screen 
patients. 


The personal experiences of intelligent patients 
with reference to privacy, or the knowledge of 
those who have carefully studied the problem, 
when such study is based on keen observation and 
discussion with patients, are of immeasurable help 
to sound hospital planning. 


Comfort 


What contributes much to comfort is avoidance 
of conditions that tend to vex the patient, not the 
least of which is delayed service. Satisfactory facil- 
ities are essential for expeditious service, which 
in turn is a source of comfort to the patient. Gen- 
erally, comfort of patients is easy to attain. When 
discomfort comes from physical pain, it can in 
most instances be alleviated by medication, or by 
other means directed by the physician and carried 
out by the nurse. Other bodily and mental dis- 
comforts can be lessened or eliminated by efficient 
organization and service, so much of which de- 
pends on good planning, sound construction, and 
carefully selected and properly located equipment. 


Selection of the Site 


Design for comfort begins with the selection of 
the site, continues with the orientation of build- 
ings, and extends to the considerations relating to 
the locations of patients’ rooms and auxiliary ser- 
vices within buildings. Industrial neighborhoods, 
heavy-traffic thoroughfares, railroad tracks, and 
other conditions which are sources of noise, odors 
and unpleasant sights are to be avoided when a 
site is considered. When a hospital building must 
be built on a main or noisy street, it should be 
set back as far as possible from the sidewalk line. 


Correct Planning 


Correct planning permits the placement of the 
bed in proper relation to windows and doors. The 
window should illuminate the bed for reading 
without glare, while, at the same time, its relation 
to the bed should permit ventilation without draft, 
and if possible, a view of the outside. Suitable 
exposure of buildings, proper and related location 
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and size of windows, radiators, ducts and doors— 
all in relation to patients’ beds and to each other, 
are invaluable aids to satisfactory temperature, 
ventilation and sunlight in patients’ rooms. Fresh 
air and controlled temperature are not only 
sources of comfort, but are also refreshing and 
invigorating. 

Centrally controlled or individual air condition- 
ing of rooms is less essential for patients’ areas 
than it is in the surgical operating suite for the 
comfort of all—patients, surgeons and nurses. 
Wash basins conveniently located in each room, 
and adjoining or nearby toilet facilities are a 
source of comfort and hygiene. 


Elimination of Sources of Noise 


Elimination of all possible sources of noise, by 
suitable construction and careful selection of ma- 
terials is a great comfort to patients. Such sources 
of noise as pounding on hard floors, sudden con- 
tact of metal containers with hard floors, the sizzl- 
ing radiator, the slamming door—especially of 
elevators, the rattling window, loud speaking, 
noisy equipment and plumbing fixtures (not to 
mention the inescapable din of city streets) are 
annoying to patients and disturb their comfort. 
Careful selection of hardware, plumbing fixtures, 
and satisfactory construction would reduce and in 
many instances entirely eliminate noises from 
reaching resting patients. Walls between patients’ 
rooms should be of sufficient thickness to avoid 
transmission of noise. Auxiliary services which 
are sources of noise should be properly shut off 
from patients’ rooms. Soundproofing of suitably 
selected areas, such as delivery rooms, labor 
rooms, nurseries, corridors, utility rooms, kitchens, 
serving pantries, dishwashing rooms and dining 
rooms, is highly desirable. 


Prevent Circulation of Odors 


Odors which are unpleasant are also discomfort- 
ing. The kitchen, laundry, incinerator and garbage 
storage areas should be planned and located to 
avoid circulation of odors. Garbage awaiting dis- 
posal should be stored in a cooled chamber. The 
height and location of the smoke stack in relation 
to prevailing winds and patients’ rooms, as well 
as the proper combustion in boilers, should be such 
as to prevent soot from reaching hospital rooms. 


Provide Quiet Rooms for Disturbing Patients 


Separation or quiet rooms for moribund, deliri- 
ous, or infectious patients are a comfort to ward 
and semi-private patients who need rest and quiet. 
Day rooms, solaria and verandas add considerably 
to the comfort of convalescing patients. 


The color scheme of patients’ rooms is important. 
Soft colors are less tiring; they brighten the room, 
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and are a source of cheer, especially when they 
blend with the furniture and furnishings. 





Radios, properly installed and used with 
thoughtfulness of other patients, are a source of 
comfort during the long days of convalescing pa- 
tients. 





Here again, the personal experiences of clear 
thinking patients, and the results of studies made 
by competent observers as to physical conditions 
which cause both comfort and discomfort of pa- 
tients, are sources of constructive guidance in 
hospital planning. Those physical conditions which 
cause comfort should be noted, so that they may 
not be overlooked, and those which cause discom- 
fort should also be noted, so that they may be 
eliminated. 


Safety 


The achievement of safety is a challenge to the 
hospital planner. He accomplishes it when he gives 
careful consideration: 


1 To the causes and the ways in which pre- 
ventible infections occur in hospitals. 


2 To fire and explosion hazards. 


3 To causes of accidental injuries. 


Infections 


Sunshine, sanitation, natural and mechanical 
ventilation, faultless equipment, correct plumbing 
and electrical installations are, from the stand- 
point of planning, fundamental considerations in 
preventing the occurrence and spread of certain 
infections. The benefits from the germicidal action 
of sun rays and satisfactory natural ventilation are 
obtained in the fullest measure by suitably orient- 


‘ing the building, preferably to face a park or a 


wide street, or sufficiently set back from the side- 
walk line and at a considerable distance from 
neighboring tall buildings; by determining build- 
ing heights to eliminate casting shadows upon one 
another; by avoiding enclosed and small courts; 
by planning wards, rooms, day rooms and bal- 
conies on the side of the building exposed to the 
south, southeast, or southwest. 


Sources of infection are lessened— 


When the hospital planner visualizes the in- 
terior of the hospital from the standpoint of 
the specific utility and function of each area. 


When he aims to facilitate the performance of 
service procedures with as little cross traffic 
as possible. 


When he recognizes that faulty traffic and 
lines of comunication can break down defenses 
and can carry infections, particularly to the 
surgical operating suite, to the obstetrical divi- 
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sion and its nurseries, and to the children’s 
wards. 


When the surgical operating suite is as sepa- 
rated as possible—at the end of a corridor—to 
avoid through traffic. 


When rooms are large enough to prevent con- 
tact among persons, and observation galleries 
are planned with separate entrances, keeping 
observers outside of the operating room. 


When provision is made for air purification 
and destruction of air-borne bacteria in oper- 
ating rooms by mercury vapor lamps which 
radiate ultraviolet rays. 


When the obstetric division is in a separate 
building or otherwise suitably separated from 
other clinical divisions. 


When there are provided suitable isolation 
quarters for labor and delivery of “suspected” 
or infected mothers, and four nurseries for 
“suspected,” infected, premature, and normal 
infants. 


When provision is made for a desired number 
of “separation” rooms to isolate patients sus- 
pected of or having infectious diseases. 


When the medical, pediatric and surgical divi- 
sions are suitably separated. 


When cubicles, especially in children’s wards 
are planned. 


When wards are not too large (those of four 
beds are preferable). 


When ample space—not less than three feet, 
preferably four feet is provided between beds. 


When windows and doors are considered from 
the standpoint of their relation to beds, aiming 
at provision of sunshine, light and ventilation 
without drafts. 


When observation units, especially for newly 
admitted children are provided. 


When the equipment is carefully selected, 
properly installed, defects early detected, 
and speedily corrected (especially sterilizing 
equipment and water stills). 


When piping and plumbing fixtures are in- 
stalled in a manner to eliminate contamination 
by back syphonage. 


When the laundry equipment thoroughly 
cleanses soiled linen and sterilizes such in- 
fected linen as requires sterilization. 


When hidden dirt sources are eliminated, and 
construction materials are used which can 
readily be kept clean. 


When planning and construction aim to 
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achieve sanitary conditions, and efficient and 
controlled natural and mechanical ventilation. 


Fire and Explosion Hazards 


The satisfactory hospital is built of structural 
materials which make it fire resistant. In general, 
steel construction, steel shelving, and steel furni- 
ture are safer than wood. Ventilation systems can 
be a fire hazard, unless properly constructed and 
kept clean. Plan and construction consider all pos- 
sible origins of fires, and provide safeguards so 
that when a fire does occur, it can be easily and 
quickly controlled at its source, and other parts 
of the building easily and quickly shut off from 
fire and smoke. Corridors, exits, stairways and ele- 
vators are made suitable for transporting patients 
and beds to safe areas when the fire becomes ex- 
tensive and threatens their safety. Fire gongs for 
interior signaling of the location of the fire, and 
wire connections for communicating with the fire 
department are essential. Sprinkler systems in 
designated places, such as storerooms, laundry, 
repair and paint shops, pharmacy and other places 
where inflammable materials are kept, should be 
installed. 


The most important causes of explosions are 
vapors and gases from anesthetics. Conduits, elec- 
tric wiring, fixtures, switches, and outlets, when 
properly installed, located and made explosion- 
proof, lessen the danger of gas explosions. Con- 
trolled humidity, especially when raised, decreases 
the possibility of explosions. Anesthesia and sur- 
gical operating rooms should be carefully ground- 
ed. Gas jets are no longer needed in the surgical 
operating suite, and electric cautery should be 
used with caution. 


Accidental Injuries 


Slippery floors are the most frequent causes of 
injury to patients, personnel and visitors. Getting 
in and out of bath tubs is another cause. Absence 
of night lights is a third cause. All of these causes, 
and many others, can be eliminated by proper 
planning and construction. 


When planning and construction are guided by 
knowledge of the tasks to be performed, when 
equipment is carefully selected, properly insialled 
and periodically checked for performance, and 
when hospital activity moves in a calm and seem- 
ingly leisurely manner and at the same time is 
serious, painstaking and expeditious—the safety 
of the patient and those who serve him is reason- 
ably assured. : 


Fatigue Elimination 


Paradoxically, the hospital, a. place for thera- 
peutic rest, often affords little rest for the nurse. 


The knowledge and experience of the observant 
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and proficient head nurse, who understands the 
nurses’ manifold tasks, and knows the causes of 
fatigue in nurses, can contribute considerably to 
hospital planning. 


It is generally known that accidents increase 
when workers are tired. Women are more subject 
to fatigue. This is attributed to the delicacy of 
their skeletal frames and muscles, and to the spe- 
cial physiological aspects of the sex. It has been 
established that women should not lift bodies 
heavier than half their weight. Fatigue sets in 
when activity requires radical and frequent de- 
parture from the usual erect or sitting positions, 
such as stretching, or crouching to reach an object, 
excessive pushing or pulling, running, or long 
standing. 


The normal performance of nursing duties under 
normal conditions, by a healthy nurse, should not 
be fatiguing. Under abnormal conditions, she does 
tire. There then follows a decrease in promptitude; 
willingness wanes, and tension increases. A tired 
nurse is like a tired child. She is irritable, and 
tolerance to seemingly unreasonable demands of 
patients is wanting. She may even have the ex- 
treme experience of William James, who said of 
himself: “In my own case, something like this 
occurs in extreme fatigue . . . consciousness dwin- 
dles to a point, and loses the intuitive sense of the 
whence and whither of its path.” 


In a paper on fatigue resulting from attending 
motion picture theatres, Savin includes among 
the causes of fatigue, bad vision, faulty distance, 
uncomfortable seats, excessive concentration, tir- 
ing sounds, and bad ventilation. In another paper 


on museum fatigue published about fifteen years . 


ago, Gilman says: “As at present installed, the 
contents of our museums are in a large part only 
preserved, not shown.” He depicts the conditions 
“... resulting from the type of museum case and 
of museum installation widely accepted as stand- 
ards among us.” He further says: “After a brief 
initial exertion he (the sightseer) will resign him- 
self to seeing practically everything imperfectly, 
and by a passing glance.” He advocated “... rad- 
ical changes in our methods of exhibition... .” 


An editorial, based on Sayer’s review of the 
subject, states that physical fatigue “ ... may be 
temporary, subacute, or chronic. Temporary fa- 
tigue is a normal feeling of tiredness that passes 
away after a short rest and allows a resumption 
of original work without decrease in efficiency. 
Subacute fatigue may result from continued activ- 
ity at the same intensity until energy reserves are 
depleted. This condition, if unchecked, may be- 
come chronic. Chronic fatigue, the final stage of a 
series of events which begins with overwork, may 
end in disabling illness. Fatigue may be local or 
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general. Local fatigue affects particularly the mus- 
cles that have been employed most actively. Gen- 
eral fatigue affects the whole body and frequently 
results from such conditions of work as excessive 
hours, curtailed periods of rest and insanitary, 
uncomfortable or hazardous surroundings. Any 
type of chronic fatigue may affect the health or 
liability to accidents of workers and consequently 
volume or quality of plant output as well.” 


These references are quoted as examples from 
other fields which, with modifications to suit the 
peculiar setting of hospital buildings and organ- 
ization, are applicable to the hospital. Such, and 
many other problems related to the physical as- 
pects of hospitals, constitute industrial health 
problems, not the least of which is fatigue. For 
in the hospital, as in industry, good working condi- 
tions eliminate many causes of fatigue and thereby 
lessen the incidence of illness and accidents in 
workers, and keep the number of personnel avail- 
able for given tasks at normal level, thus reducing 
maintenance costs; reduce the turnover of em- 
ployees, thereby lessening the need of training 
new workers; increase the feeling of well-being 
among workers, resulting in proper attitudes and 
efficient performance. 


The causes of fatigue may reside within the 
nurse herself—her health, her diet, her general 
mode of living, her shoes and clothing, her hours 
of work, and in the ratio of the number of nurses 
to the number of patients. But these factors, im- 
portant as they are, lie outside of the present dis- 
cussion. Here the concern is with physical condi- 
tions under which nurses work within the hospital 
building, such as temperature, humidity, odors, 
ventilation, light, noise, floor-walking distances, 
hardness of flooring, location, quality and quantity 
of equipment; location, size, height of shelving and 
cupboards for supplies; size and measurement of 
work benches, desks and chairs; cafeteria service 
as against waiter service; whether rooms are 
planned for group nursing and free access to beds 
without requiring the nurse to pull the bed out 
for service to the patient, and availability of suita- 
ble residence and recreational facilities, and near- 
by comfort stations and rest rooms. 


Physical defects in planning, construction and 
equipment which cause fatigue are often irremedi- 
able after the hospital has been erected. But when 
these elements are carefully considered while the 
hospital is being planned and specifications are 
being drawn, and moreover, when the nurse is 
given the opportunity to impart to the hospital 
planners her experiences and knowledge concern- 
ing them, there should result a structure that will 
lessen if not entirely eliminate physical defects 
inducing fatigue. 


HOSPITALS 














n- 
ly 
ve 
y; 


or 
ly 








Psychiatry and Religion 


J. BERKELEY GORDON, M.D. 


of great inclusiveness and innumerable rami- 

fications. We shall limit our discussion to cer- 
tain aspects of the subject, with particular refer- 
ence to the relationship of the religious leader or 
priest to the mental patient. 


Te SUBJECT of “psychiatry and religion,” is one 


Popular ideas as to the etiology and treatment of 
mental diseases as well as lay ideas of mental 
mechanisms and associated subjects are notori- 
ously fallacious, even to the point of being ridicu- 
lous. Without exaggeration it may also be said that 
the non-psychiatrically minded physician who has 
not been able to keep abreast of developments in 
this field occasionally exhibits ideas as bizarre as 
any layman. One has only to think of the answer 
so often given in Commitment Blanks by physi- 
cians to the question: What is the supposed cause 
of the insanity?—The answer to this question is 
often recorded as “cigarettes and masturbation,” 
when in the vast majority of instances it would be 
much smarter for the doctor to say “unknown.” 
As an exception to the false traditional ideas of 
the laity on the subject of mental disease may be 
cited the popular association of sex and religion as 
etiologic factors, or at least as parts of the associ- 
ated complex mechanism of mental sickness. This 
is a natural association, since both religion and 
psychiatry deal with highly abstract material, re- 
quiring a considerable amount of constructive 
imagination in their understanding and a great 
deal of verbalization in teaching and explaining 
such intangibles to others. If the two fields become 
intermingled and somewhat confused it is at least 
understandable. 


To some of us, the concept of God resolves itself 
into a fairly simple picture. Like the lady who told 
Carlyle that she had decided to accept the universe, 
we accept the existence of a Supreme Being, if for 
no other reason, because we have to. We cannot 
otherwise explain the cosmos. We postulate a 
benevolent. Creator, who has made all things, 
starts and takes away this unknown phenomenon 
called life, and who is running the universe ac- 
cording to a definite plan, not understood by us. 


The belief, in most systems of theology in the 
essential benevolence and kindliness of the Cre- 
ator is perhaps a defense mechanism; for, were 
it not for this conviction we should all give up the 
Struggle in deep despair over our sins. The idea of 
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the tolerant Father who forgives the misbehavior 
of his erring children permits us to develop the 
feeling of hope and optimism and gives us courage 
to go on. This belief in benevolence is, however, 
by no means a universally accepted attribute of 
the Deity. In some religions God is a fearful and 
ogrish being who must be constantly appeased by 
various forms of gifts and sacrifices lest He destroy 
His children. So in certain types of depressive 
psychoses God ceases to be a kindly Father and is 
changed instead to a malevolent Power who con- 
demns these unhappy mortals to eternal punish- 
ment because of their sins, both real and imagin- 
ary. As a part of this concept, the almost univer- 
sally held belief in immortality is perverted to the 
idea that they will never be allowed to die and so 
achieve oblivion and release from the tortures of 
life, but must continue to live forever, enduring 
the wrath of God for their unforgivable sins. 


Self-destruction is the end result in many in- 
stances, of the conviction of the complete malevo- 
lence of the Deity and the utter hopelessness of 
existence. This conviction of hopelessness is so 
strong and the desire to die so genuine in the vic- 
tims of certain mental diseases, that they make 
repeated attempts at suicide with infinite patience 
and perseverance, often succeeding despite the 
understanding and observation of their nurses. 


The reason for suicide is usually not understood 
by relatives, sometimes because of mental inca- 
pacity, and, frequently, because of unwillingness 
to accept unpleasant facts inherent in an explana- 
tion of the mental mechanism. The result is that 
inadequate supervision is given to patients, still 
unwell, allowed out of the hospital on visits. Rela- 
tives are misled by the appearance of cheerful- 
ness, often craftily assumed by the patient to fool 
his sponsors, allay their fears, and cause them to 
relax their vigilance, until an opportunity is pre- 
sented to kill himself. Those whose consciences 
and religious beliefs raise barriers against self- 
destruction will often seek pseudo-accidental death 
or beg others to kill them so as to exculpate them- 
selves from this additional sin. 
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Area of Dual Jurisdiction of Priest and Physician 


This whole picture represents an area of dual 
jurisdiction for both the priest and the doctor so 
that we return to a primitive but useful combina- 
tion where the priest must again become both re- 
ligious advisor and physician. Ideally perhaps 
every psychiatrist should have a good deal of re- 
ligious training in his preparation for the specialty 
and every priest should have sufficient instruction 
in mental mechanisms, normal and abnormal, to 
be able to recognize significant deviations, explain 
them to both the mentally sick person and their 
relatives, and perform a certain amount of formal 
psychotherapy among his parishioners. But, un- 
fortunately, life is too short to adequately cover the 
vast and still largely unexplored territory in- 
volved in such a combination of subjects. 


Just as the perfect body and perfect physical 
health are non-existent, so there is no such thing 
as perfect mental health. Everyone, even you and 
I, exhibits abnormal mental states at times, some 
of us, to be sure, oftener and to a greater degree 
than others. Hamlet explained that he was but 
mad north-northwest; when the wind was south- 
erly he knew a hawk from a handsaw. So all of 
us in periods of emotionai stress, personal and 
national emergency, even of great fatigue show 
decidedly pathological reactions. The profound 
physiological changes of menstruation and preg- 
nancy do things to one’s mind sometimes just as 
startling as the delirium of typhoid fever or pneu- 
monia. Every successful physician, and especially 
one in general practice, has to be, whether he 
realizes it or not, a practical psychiatrist, since 
he is dealing in every case of physical sickness 
with associated emotional and psychic derange- 
ments of varying degree. To recognize and ad- 
equately deal with the mental aspects of somatic 
disease often means the difference between success 
and failure, that is to say between life and death. 


The Priest and the Mental Patient 


Analogously, the priest, in dealing with so-called 
normal people, will encounter, knowingly or 
unknowingly, various types of mental disease, 
ranging from slight to profound. His ability to 
recognize these abnormal emotional and mental 
states and handle them with tact and understand- 
ing under the guidance and consultation of the 
psychiatrist will often mean the difference be- 
tween happiness and misery to the parishioner, 
and success or failure in his work as a priest. 


Chaplains as Members of the Hospital Staff 


It has been our policy in the Marlboro (New 
Jersey) State Hospital from the beginning of that 
institution to utilize chaplains as regular members 
of our staff, and we have found that in coopera- 
tion with the physicians they are able to do valu- 
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able psychotherapy and constructive social work, 
The position of authority and good faith which 
religious leaders occupy in our social order makes 
them particularly valuable in developing the in- 
tensely painful and highly confidential material 
which must be brought into the field of conscious- 
ness both for the sake of the relief afforded to the 
patient through the psychic catharsis, and in order 
that significant mechanisms may be understood 
and rectified by the physician working with the 
patient. That harmonious, sympathetic, and frank 
personal relationship, known as rapport, which is 
a sine qua non for successful psychotherapy is 
almost ready made between pastor and parish- 
ioner, though here again individual variations in 
manner, touch, and technique make some pastors 
more adaptable to such a job than others. An un- 
derstanding mind, a sympathetic tolerance for 
human frailty, and, perhaps most essential of all, a 
genuine love of one’s fellow man are essential 
attributes. Much time can be saved by the doctor 
by referring the patient to the priest for consulta- 
tion and help when in the course of psychotherapy 
and re-education physician-patient relationships 
reach an impasse and progress ceases. Difficult 
barriers can sometimes be surmounted through 
this approach with relative ease if the chaplain 
will forearm himself with a knowledge of the case 
history and the mental mechanisms involved. Hav- 
ing thus gotten over the hump, physician and pa- 
tient may resume work together. 


It frequently happens in various types of para- 
noid psychoses that some of the delusional ma- 
terial is so plausible that no doctor can say with 
any assurance that it is not true. Circumstantial 
evidence concerning the infidelity of a spouse, the 
misinterpretation of acts and conversations, even 
of tastes and smells often makes such a damning 
picture that a patient is tortured by his thoughts 
and impelled to acts of violence when the partner 
is entirely innocent. Conversely it is possible for 
the psychiatrist to label as delusions statements 
of the patient which, for all their seeming in- 
justice and improbability, are true. This is where 
the priest or chaplain may enter the picture, and 
by investigating the circumstances find out the 
truth. It is thus possible to reassure the patient 
in many instances, with the voice of impartial au- 
thority, that his fears are groundless and to re- 
move torturing doubts that destroy sanity. No less 
important is it to occasionally establish as true, 
material previously interpreted as delusional, and 
though nobody may be made any happier thereby, 
at least injustice is prevented or corrected and the 
proper person put under treatment. 


Protestant, Catholic and Jewish Chaplains 


Differences in religion are as numerous as there 
are individuals. Each person has his own parl- 
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ticular variation on the central theme and at- 
tempts to join up with the group which most 
nearly fits his individual life philosophy. The mere 
existence of so many major religions with their 
innumerable subgroups is rather convincing evi- 
dence that in this field as in many others we have 
not yet achieved the perfect formula. For this 
reason we have included on our chaplains staff 
four different Protestant ministers, a Roman Cath- 
olic priest and a Jewish rabbi. The four Protestant 
ministers take the four regular Sundays of the 
month in rotation for their church services. The 
priest and the rabbi hold services for their com- 
municants every week plus such additional serv- 
ices as Holy Communion, Confession, and the 
celebration of Holy Days. We feel that church 
services provide for a major emotional need in our 
patients. The individual priests are allowed com- 
plete freedom in the adaptation and modification 
of their services to suit themselves and their con- 
gregations, the placing of the intellectual level, the 
amount and type of music, the length of their 
sermons, etc. The fact that some patients attend 
all the church services, Christian and Jewish, 
Protestant and Catholic alike is at least evidence 
of the popularity of the services as well as the 
ministers and is perhaps a significant commentary 
on the breadth of viewpoint and catholicity of 
taste of these individuals. 


Through these formal church services patients 
have the opportunity of getting acquainted with a 
group of ministers of different denominations, and 
selecting as personal counselor the one whose the- 
ology and personality make the greatest appeal to 
them. Group and individual conferences are held 
after the services and appointments are made for 
longer talks later in the week at the mutual con- 
venience of priest and patient. Both verbal and 
written communications are encouraged, and al- 
though many of these are of no significance, we 
occasionally become aware of important adminis- 
trative problems through this channel. Instances 
of negligence or abuse by employees; alcoholism; 
or sexual misconduct among patients are brought 
to light in this way, and corrected. 


The Children’s Unit 


Of particular interest to our group of chaplains 
is the Children’s Unit at Marlboro. This is the only 
place of its kind in the state and presents a group 
of about thirty-five boys and girls from six to six- 
teen years of age with various types of mental ill- 
nesses ranging from pre-psychotic personality dis- 
orders to stuporous catatonic schizophrenia. Two 
of our chaplains, the Catholic and Episcopal priests 
have undertaken the instruction, training and 
counsel of these children. They each spend one af- 
ternoon a week in the Children’s Unit. I need not 
tell you that it requires a lot of patience as well 
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as other virtues to work with these mentally sick 
children. Undoubtedly the violation of religious 
and sexual taboos by parents, especially the 
mother, by such traumatizing acts as infidelity, 
promiscuity, exhibitionism, various forms of per- 
version, and incest are major factors in the break- 
down of these unformed and immature minds. We 
have only to look over a few of these children’s 
case histories to be convinced that some people are 
not worthy of the privilege of parenthood, and 
that psychotherapy and religion must be applied 
not only to the child but to the preceding genera- 
tion as well if there is to be any hopy of transform- 
ing these pathetic young ones into happy and use- 
ful citizens. 


This thought brings us to a consideration of the 
priest in his relationship between the management 
of the hospital and the community. It has been 
our policy at Marlboro ever since our beginning 
for our doctors to eat together at noon every Mon- 
day at a staff luncheon. This custom has developed 
into a pleasant social gathering and has been most 
helpful to morale. We all get together around some 
food, without too much dignity and engage in an 
hour of conversation about work, play, and mutual 
interests; letters are read to the group from absent 
staff members, vacations past and prospective are 
discussed, and occasionally papers of allegedly sci- 
entific or literary interest are presented. At least 
one and often several of our chaplains are usually 
present at these Monday luncheons. In addition to 
the opportunity of discussing individual patients 
and getting and giving information about specific 
problems these ministers have thus gotten to know 
our medical staff fairly intimately. Almost all of 
them attend the staff meeting for the hour pre- 
ceding lunch and have become well acquainted 
with hospital policies and the personalities of our 
group. They are in this way able to interpret the 
hospital point of view to their own communities 
and the relatives of our patients, clearing up mis- 
understandings of many sorts and convincing the 
families of our patients that we really are com- 
petent doctors, interested in our patients and our 
work and trying to do an honest job. 


In conclusion, it may be stated that this associ- 
ation of doctors and priests has proved to be mu- 
tually stimulating and beneficial. Although I think 
none of us has been conscious of any constraint or 
limitations to his freedom of expression I am nev- 
ertheless sure that the general level of conversa- 
tion is higher than I have heard in some staff 
rooms and I think the dominies in our midst 
should be given due credit. Likewise, our chap- 
lains have been encouraged to read in new fields, 
gaining additional knowledge and understanding 
and I believe materially increasing their useful- 
ness to God and to humanity. , 
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James Russell Clark Appointed Director 


of the 
American Hospital Association Wartime Service Bureau 


James Russell Clark, according to announce- 
ment of the special committee of the American 
Hospital Association empowered to make the ap- 
pointment, has accepted the directorship of the 
Association’s new Wartime Service Bureau in 
Washington, D. C. The establishment of this 
Bureau resulted from an action of the House of 
Delegates at the St. Louis Convention. The resolu- 
tion also authorized the solicitation of the institu- 
tional members for gifts to 
cover the necessary expendi- 
tures. From the response of 
the membership to this request 
for funds, it is apparent that 
the hospital field sees clearly, 
the need of intensive full-time 
coverage of the Association’s 
interests at Washington. The 
amount subscribed is amply 
sufficient for the first year’s 
operation of the Bureau. 


The House of Delegates’ res- 
olution provided for supervi- 
sion of the Wartime Service 
Bureau by the Council on Gov- 
ernment Relations and for the 
designation of its director to 
act as secretary of that Coun- 
cil. 

The special committee for 
securing this new Association 
employee consisted of Presi- 
dent James A. Hamilton and 
President-Elect Frank J. Wal- 
ter with Dr. C. W. Munger of 
the Council on Government Relations, as Chair- 
man. The committee made a careful survey of 
possible candidates and followed up numerous 
suggestions made by members of the Association, 
and their interest finally centered on Mr. Clark as 
the most promising man available. 


The new director for the Washington Bureau, 
is a native Philadelphian who has served in the 
hospital field for fifteen years. He has had long 
experience in a large hospital and for the past 
seven years has done an outstanding job in devel- 
oping and administering a hospital of 125 beds— 
Southside Hospital, Bay Shore, Long Island, New 
York. 


Mr. Clark was born in Philadelphia, March 13, 
1906. He entered the Philadelphia Normal School 
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James Russell Clark 


after graduating from Philadelphia High School 
in June 1924. He continued his education at 
Temple University Evening School of Commerce, 
taking the C.P.A. course. 

During the fall of 1927 he accepted a position 
with the Railway Audit Company of Philadelphia 
as an efficiency engineer and was sent to New 


York. His first assignment was to The Jewish Hos- — 


pital of Brooklyn. The Trustees of the hospital were 
pleased with the results of his 
efforts and after a short time 
he resigned from the Railway 
Audit Company and became 
associated with the hospital 
on a full-time basis in the 
capacity of secretary to the 
superintendent. 


He was advanced to the po- 
sition of executive secretary 
after two years. A year later 
he was appointed assistant 
director and continued in this 
position until he resigned in 
October 1935. He moved to his 
position as director of South- 
side Hospital in November 
of 1935. 


During the summer of 1934 
he attended the Institute for 
Hospital Administrators con- 
ducted by the American Hos- 
pital Association at the Uni- 
versity of Chicago. More re- 
cently, he attended the first 
Inter - American Institute for 
Hospital Administrators held in San Juan, Puerto 
Rico during December of 1940. 


He held the office of secretary-treasurer of the 
Hospital Council of Brooklyn and Long Island, and 
was elected vice-president for the year 1941. 


During 1939 he was accepted as a member of the 
American College of Hospital Administrators. 


The Wartime Service Bureau will be in opera- 
tion by the middle of February. The Council on 
Government Relations will meet with President 
Hamilton and Mr. Clark, prior to the opening of 
the Bureau, to work out its policies in more detail, 
based upon the House of Delegates’ resolution and 
upon a set of guiding principles approved by the 
Board of Trustees of the Association at a recent 
meeting. 
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The Out-Patient Department 
in the Small Hospital 


JOHN T. MORRISON, M.D. 


tution is a vital factor in promoting the health 

of the community. It stands, in fact, at the 
crossroad of rural medical practice for it is the 
meeting place of curative medicine as practiced by 
individual physicians whether in offices or in hos- 
pitals, and preventive medicine as practiced by the 
physician and by public health authorities. It is the 
merging of these two which, to my mind, gives the 
out-patient department its greatest value in the 
small hospital and makes possible a complete, well- 
rounded service to the community. 


Te: OUT-PATIENT department in the small insti- 


The term “small hospital” implies a location in 
a relatively small or widely dispersed community, 
in many cases a rural area, and generally speak- 
ing, is applied to an institution of less than one 
hundred beds. For purposes of this discussion, I 
should like to limit consideration to the fifty-bed 
hospital since a unit of this size is large enough to 
provide all the essential services, diagnostic and 
curative, and yet not too large for the needs of a 
population within a reasonable radius. 


Let us say that this hypothetical fifty-bed hospi- 
tal serves some 60,000 or 70,000 people scattered 
throughout an area with a radius of twenty-five 
miles from the hospital, distinctly rural in char- 
acter with few industries and few centers of con- 
centrated population. Such a community, experi- 
ence has shown, can be adequately served by the 
fifty-bed hospital and can adequately support it 
without strain. The hospital can have a fully 
equipped clinical laboratory in charge of a tech- 
nician and supervised by a part-time pathologist. 
It can have an adequately equipped x-ray depart- 
ment also in charge of a technician with super- 
vision from a part-time roentgenologist. It can be 
equipped for other more highly technical diag- 
nostic and therapeutic procedures. 


The Small Hospital and Its Community 


The average hospital of this size in a community 
of this kind, and there are many to be found in 
these United States, can with strict attention to 
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conservation of space and to efficiency of manage- 
ment, furnish its services at rates within the reach 
of the majority of the population. It may reason- 
ably expect, however, that approximately twenty- 
five per cent of its service must be rendered to 
patients unable to pay either the hospital charge 
or the physician’s fee involved. It will find too, 
that there is in the community a certain percent- 
age of families who are unable to pay for medical 
service even in their own homes when hospitaliza- 
tion is not necessary. Logically, a community in 
setting up a hospital acknowledges its obligation 
to both these groups. It assumes responsibility for 
the hospital care of patients unable to pay, and 
for technical and diagnostic service to those pa- 
tients as its contribution to the medical care so 
freely furnished by the physicians. For those who 
need not be hospitalized it will make provision 
through the establishment of an out-patient de- 
partment, under the direction of a supervisor, and 
thus save much of the physicians’ time and make 
its technical services equally available to all 
groups of the population. 


Value of the Out-Patient Department to the 
Patient and Physician 


Such an out-patient department has real value 
not only for the physician and the patient but for 
the community as a whole, for it offers a meeting 
place for all of those interested in the health of the 
community and an opportunity for coordination 
of health activities. The hospital has set aside a 
portion of its space for the out-patient department, 
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furnished examining rooms, record room and of- 
fice, as well as equipment for treatments, and has 
put a supervisor in charge; it has appointed certain 


physicians from the area to attend these patients’ 


on a regular schedule, thus distributing the load 
of the medical care. At the same time, it has made 
arrangements with doctors, welfare workers, and 
public health authorities to direct to the depart- 
ment for ambulatory care all patients unable to 
pay a physician. The department is, therefore, in 
one sense an extension of the facilities for the 
practice of curative medicine, which is the major 
function of the hospital and of the practicing phy- 
sicians treating the average patient in the hospital. 
It is more than that, however, for through arrange- 
ment made for the use of its space and facilities 
by the public health authorities and through plans 
made with the latter to work on various health 
problems in the community, the department makes 
a real contribution to preventive medicine as well 
as to curative medicine. The out-patient depart- 
ment, in other words, is the meeting point or the 
crossroads for the two types of medical service in 
the district it serves. 


In order to illustrate the actual working of an 
out-patient department in all of its phases (and 
they are many), I have drawn from experience in 
various community hospitals with which I have 
had contact. I should like to take you first to a 
fifty-bed hospital located in the South. There are 
a number of patients in a large waiting room, some 
of them adults, some children; and in an adjoining 
room there are several others. A nurse with a 
kindly face and manner approaches one of the 
mothers, calling her by her first name, and asks 
whether she has brought all of her children to the 
clinic. On receiving an affirmative answer she 
takes the whole brood into her office and with 
friendly questioning prepares the way for their 
examination, at the same time entering the neces- 
sary information on a record form. She then ar- 
ranges for laboratory examinations and x-ray of 
the chest of each one of the group, as is prescribed 
by the physician of the department. This we learn 
is a family in which the father recently was found 
to have tuberculosis. They have come to the hos- 
pital on referral by a nurse from the public health 
department for a check-up to determine whether 
there has been any spread of the father’s infection. 
When the physician comes in he is the local doctor 
who has for some time had a particular interest 
in tuberculosis and has taken postgraduate courses 
to brush up his knowledge of this disease. He is 
introduced to the family and proceeds to examine 
them, referring to the laboratory and x-ray results. 
Fortunately, only one child has a suspicious lesion. 
The mother is asked to bring him again to the 
clinic at a later date for a check-up, and at the 
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same time learns that her husband’s lesion is 
small, and that by consistent pneumothorax treat- 
ment in the out-patient department, he can satis- 
factorily be treated at home without the necessity 
of going to a sanatorium. 


The Out-Patient Department as a Doctor’s Office 
for the Medically Indigent 


Let us analyze what this one clinic visit has 
meant. The out-patient department has served as 
a doctor’s office for this group of patients unable to 
pay the physician and they have received the same 
courteous treatment as in his office. The depart- 
ment supervisor has made them welcome to the 
clinic and has respected them as individuals, even 
learning and using their first names. They know 
that they will receive every consideration. The 
original suggestion that the patient come to the 
hospital for his examination was made by the 
family physician, who in making this referral has 
conserved his own time and secured for the patient 
the best available diagnostic services. A physician 
especially interested in tuberculosis has had his 
interest sharpened by being able to do a well- 
rounded job of treatment for the patient and su- 
pervision of the family such as he could not have 
done in his private practice. 


In addition to the actual care of the patient from 
the curative standpoint, he has protected the com- 
munity through the follow-up of the patient’s fam- 
ily, supplementing the work of the public health 
department, and releasing for other phases of pub- 
lic health the time of the personnel of the public 
health department which otherwise would have 
had to be spent on the examination of individual 
patients. From the patient’s standpoint he has been 
able to secure adequate treatment in his own home 
community and has the assurance that his family 
is being watched and cared for. The out-patient 
department has been able to render a more com- 
plete service by reason of the cooperation received 
from the public health nurses who had previously 
visited the family, had brought them to the hos- 
pital, and will make the follow-up visits. In brief, 
the out-patient department of this hospital, func- 
tioning with the aid of nurses and doctors from 
both the hospital and the public health depart- 
ment, has made itself a really integral part of the 
health service of the community. 


Come with me now to another hospital. Four 
patients are in the out-patient department waiting 
room. In a small room to one side is a fifth pa- 
tient, surrounded by a group of obviously inter- 
ested physicians. One, now busy examining the 
patient, is a visiting internist who has come to the 
hospital at the invitation of the staff as leader of 
an institute, not for a series of lectures but for 
numerous sessions of clinical demonstrations and 
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consultations. The other five men of the group are 
local physicians, one of them the public health 
officer, all observing the examination and discus- 
sing it with the visiting specialist. One of them, 
a staff member of the out-patient department, has 
referred this patient to the internist for the in- 
stitute because he was puzzled regarding certain 
symptoms and because he realized that the condi- 
tion to be met provided good teaching material. 
In a few moments, the whole group retires to a 
nearby room to discuss the condition in the light 
of new factors brought out by the examination, 
to pool their opinions, and to reach a joint con- 
clusion. 


The other patients waiting in the outer room 
are also to be seen by the internist. Two are pri- 
vate patients and two have been referred from the 
clinic. Each represents a problem in diagnosis and 
therapy on which the staff desires the benefit of 
other professional experience. Thus, selected pa- 
tients in this community are given the benefit of a 
consultation they could not otherwise have se- 
cured. The staff physicians have had the stimulus 
of a group discussion and the habit of consultation 
for the exchange of experience has been estab- 
lished. Here then we have seen in action an edu- 
cational process, made possible by this out-patient 
department, which will leave its mark in a much 
better standard of practice and prove of definite 
value to the community as a whole. 


In the next out-patient department we visit 
there is a scene of considerable activity. There are 
25 or 30 patients in the waiting room and a con- 
stant flow to the laboratory and x-ray departments 
and to the examining room. The four physicians 
working in the clinic today meet in an ante-room 
after each patient has been examined to discuss 
the problem presented. Someone may suggest an 
additional laboratory examination, and this sug- 
gestion is passed to the nurse waiting outside the 
door. Others present varying opinions, all par- 
ticipating with considerable zest, for to them the 
out-patient department offers a real opportunity, 
enabling them to care for many more patients than 
would be possible in their private offices and to 
see a wider variety of clinical conditions. These 
four are assigned from the staff for a three-months’ 
period in charge of the two clinics held weekly. 
Formerly, they were, in effect, competitors, but 
there is nothing of the competitive spirit evident 
in their attitude today, a fact which in itself in- 
creases the confidence of the patients in the quality 
of the medical care they receive. 


The Increasing Value of the Small Hospital 
Out-Patient Department 


No one who has seen out-patient departments 
of this kind in action can question their value and 
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that value is gradually increasing today as the 
young physicians are drawn into military service 
and it becomes more and more difficult for those 
who are left to meet the demands upon them. To 
an increasing extent it becomes important that 
both for conservation of their own time and for 
the best service to their patients they have avail- 
able for their use facilities of a well-operated out- 
patient department. In fact, it is not inconceivable 
that in some communities the physicians may want 
to extend the principle of the out-patient depart- 
ment into their practice with private patients in 
order to conserve their time and energy. When this 
happens, the hospital through its out-patient de- 
partment will, I am sure, plan with them for this 
service. 


The Well-Operated Out-Patient Department 


What do we mean by a well-operated depart- 
ment? We have spoken of the physical set-up; we 
have observed in three selected institutions types 
of activity which make for good service. Of basic 
importance, however, is the establishment of 
standards governing the quality of the service. 
The hospital superintendent and the supervisor 
of the out-patient department have responsibility 
only for the details of the department’s organiza- 
tion, its clerical work, its arrangement for the flow 
of patients, and for the use of technical services. 
It is the physicians who must take the respon- 
sibility for setting standards of medical service. 
I recall a recent incident in one out-patient depart- 
ment where a patient had been treated for a week 
for stomatitis, diagnosed as mecurial stomatitis 
because he was also under treatment for venereal 
infection. No smears had been made from the 
membranous material in his mouth, but when this 
was finally done a Vincent’s infection was dis- 
covered, which should have been receiving quite 
different treatment. Such an incident could not 
have happened in a clinic operating under min- 
imum standards requiring smears or cultures for 
specific conditions. 


Minimum Standards 


Minimum standards should specify the informa- 
tion to be included in the clinical record, the diag- 
noses for which confirmation by laboratory tests 
or x-ray should be shown, and the fundamentals 
of treatment on which the physicians in charge 
agree. Clinical records may be kept brief but 
should yield sufficient information for periodic 
study and review, and such review should be made 
either by the physicians or by the record librarian 
for submission to the staff. The best method to be 
followed in preparing a set of standards is for the 
physicians in the out-patient department to work 
out for each of the major disease conditions likely 
to be seen, a specific minimum for diagnostic study 
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and for treatment. Other less common conditions 
can then be considered as they appear until with 
the accumulation of experience, the standards be- 
come reasonably complete. The periodic review of 
the work is a necessary part of the efficient appli- 
cation of these standards in order that through 
the pool of the physicians’ day-to-day experience, 
the standards are kept alive and up-to-date. 

It is impossible in a brief article to do full justice 
to the importance of the out-patient department in 


the small hospital. Standing at the crossroads 
where curative and preventive medicine meet, it 
provides a common ground for doctors, nurses and 
administrators, enabling them to keep their finger 
on the health pulse of the community and to work 
jointly, with economy of effort and resources, for 
the best service to the community. To do this ef- 
fectively, however, the department must have a 
good administration, sound standards set by the 
medical staff, and above all, their close cooperation 
in insuring the maintenance of those standards. 





? 
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What Do You Need—and—What Can You Spare? 


Restrictions on all forms of hospital equipment 
and supplies are forcing us back to the barter 
system as a means of supplying our needs. At the 
recent convention in St. Louis the Association 
went on record as favoring some means by which 
the exchange of surplus equipment could be ef- 
fected between our member hospitals. The prob- 
lem has been referred to the Council on Hospital 
Planning and Plant Operation, and F. Stanley 
Howe, director of the Orange Memorial Hospital, 
has been asked to head a committee to organize 
this activity. The personnel of the committee will 
be announced at a later date, but in the mean- 
while all hospitals are urged to advise the Secre- 
tary of the Association of any pieces of equipment 
of any kind for which they have no present need 
and which they would be glad to give, sell or 
exchange. If, on the other hand, you are greatly 
in need of something which you cannot buy new, 
the Association will be glad to publish your wants 
if you will give them a brief but accurate descrip- 
tion of what is desired. 


The work of this Committee will be in part de- 
centralized by requesting state and regional asso- 
ciations, together with active hospital councils, 
to canvass their own members. 


For general information, the Used Equipment 
Bureau, Conservation Division of the War Produc- 
tion Board, Washington, D. C., is preparing lists of 
used equipment under a great variety of headings, 
chiefly power house and maintenance machinery. 
Any hospital needing any item coming under these 
general headings may address the Conservation 
Division on the subject, though it will first be 
necessary to show that you have made every ef- 
fort to obtain what you want elsewhere, and give 
them a list of the sources to which you have ap- 
plied for it. 


The Hospital Bureau of Standards and Supplies, 
247 Park Avenue, New York City, is also acting as 
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a clearing house for its more than 200 subscriber 
members and several other Associations are doing 
the same. 


The first step in the Association’s program of 
equipment exchange was an item appearing in the 
January number of HOSPITALS, page 54. 


A. C. Seawell, administrator of the City-County 
Hospital, Fort Worth, Texas, lists the following ar- 
ticles for trade or sale: 


Amount Description of Article 

4 only Stainless steel bed pan and urinal racks, small 

2 only Stainless steel bed pan and urinal racks, large 

1 only G. M. Frigidaire, 7.5 cu. ft., 2 door, serial No. 
2080457-H25S 

1 only G. M. Frigidaire Compressor 

150 lbs. Scalenemy, dry, for cleaning boiler 

1 only Autoclave, Kny*Scherer, 3814” long, 20” diam., 
inside dimension, 6’ high over all, on stand 

4 only French windows, 6’ x 3” x 28” 

3 only Windows, 8 glass, 33% x 26 

4 only Windows, 8 glass, 33% x 20 

3 only Stainless steel double drum stands 

4 only Eight compartment Galv. Wire Baskets, 2514” 
x 13" x6" 

1 only Ultra Violet Machine, Burdick, Double contact 

150 only Mattress protectors, quilted, 27 x 40 

200 only Mattress protectors, quilted, 48 x 76 

11,000 Alum. Screw Caps, 25 MM x 10 MM x 1M 

3 doz. Rubber Caps, bottle, A.C., 35 MM 

4 only os tei Voll., W.E., 2 qt., 1534” x 11%” 
x 

10 bxs. Salt, Ice Cream, 4# bxs. 

1 only Saw, meat, 24” blade 

1 only Squeezer, lemon, metal, hand size 

9 only Syringes, glass, 8 cc., Ist aid, ungraduated 

4 only Trich sets, Urological 

4 gal. Wax, floor, liquid 


5t Lactose, Beta 


6 only Steel Wool Pads, 15”, for floor machine 

43 only Holders Tumble, individual, alum 

2 only Metal Examining tables, complete with stirrups 
and drainage bucket 

3 only Sterilizer, Elec. American Stand Type 

1 only Sterilizer, Elec., Castle, Stand Type 

1 only Sterilizer, Elec. Castle without stand, 16” x 6” 


x 4”—inside dimensions of above sterilizers 
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Effect of War on Tuberculosis in Europe 


H. |. SPECTOR, M.D. 


present war on tuberculosis in the European 

countries, it will be worth our while to review 
briefly the effects of the last World War on tuber- 
culosis. Some of you may recall that tuberculosis 
was found to be a major by-product of the last 
war. 


ORDER to comprehend fully the effects of the 


The experience of the war of 1914-1918 can be 
used as an indicator as to what is likely to occur 
in the present conflict. As is well known, none of 
the belligerent countries escaped an increase in 
tuberculosis morbidity and mortality during the 
last war and practically all of the neutral coun- 
tries of Europe suffered either an increase in tuber- 
culosis or a retardation of the pre-war rate of 
decline.* 


In Germany the death rate from all forms of 
tuberculosis declined 35 per cent during the 15 
years prior to the beginning of the war, from 219 
per 100,000 to 142. During the years 1914 to 1919 
the death rate rose to 212 per 100,000 or an in- 
crease of over 54 per cent.” The increase in mor- 
tality in women was even more striking. The death 
rate from pulmonary tuberculosis rose slowly at 
first but after 1916 the increase was very rapid, 
so that by 1918, it was nearly 75 per cent above 
that of 1913. 


In England as well as in France, the chief rise 
in tuberculosis rates was in young women. In 
English women the mortality from pulmonary 
tuberculosis rose steadily during the war to a peak 
in 1918 when it was over 25 per cent higher than 
in 1913. 


In France the statistics for tuberculosis mortal- 
ity are defective because of the absence of facts 
for the invaded regions. The data for the unin- 
vaded regions show a sharp increase and, as pre- 
viously mentioned, mainly in young women. In 
1918 the recorded increase was about 20 per cent 
higher than in 1914. The increase in the rate in 
women in both England and France was explained 
on the strain incidental to the employment of 
young women in the war industries.* 


—_. 
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In Italy the recorded deaths from tuberculosis 
in 1918 were 40 per cent of the 1914 rate. 


In Belgium, Austria, Poland and Serbia, tuber- 
culosis mortality increased greatly during the war. 
Mortality statistics from a representative city of 
each of these countries are tragic examples of the 
effects of war on tuberculosis mortality. For in- 
stance, in Brussels the rate increased from 177 per 
100,000 population in 1914 to 390 in 1918. In Vienna 
it rose from 278 in 1914 to 405 per 100,000 by 1920. 
In Warsaw it jumped from 320 before the war to 
975 per 100,000 population by 1917 and in Belgrade 
it reached the almost incredible figure of 1483 per 
100,000 population. 


Typical of the trend of tuberculosis in the neu- 
tral countries of Europe during the first World 
War are the experiences of the Netherlands and 
Switzerland. In the former country the death rate 
from the disease rose steadily until in 1918 it was 
nearly 50 per cent above the 1914 figure. In the lat- 
ter, where the trend was sharply downward before 
the war, the rate continued to fall at first, but rose 
in the latter part of the war to a peak of 207 per 
100,000 in 1917, or 6 per cent above the 1914 rate. 


In our country,’ the mortality from tuberculosis 
showed little change during the World War period 
as a whole, but even here there was a slight in- 
crease in the death rate during our active par- 
ticipation in the war from 143.8 per 100,000 in 1916 
to 151 in 1918. 


From the figures presented above, it becomes 
evident that tuberculosis exacts a great toll during 
wartime. 


The effect of war on tuberculosis cannot be dis- 
missed without taking note of the spread of this 
disease in the armed forces. It will suffice to men- 
tion, by way of example, that according to Long® 
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the French Medical Military Service returned 
86,000 soldiers to civil life with a diagnosis of 
active tuberculosis within 5 months after the out- 
break of the war, and by February 1917, the re- 
ported number had risen to 150,000. In our own 
country, the records of the Veterans Administra- 
tion show that 25,603 World War Veterans were 
admitted to hospitals under the jurisdiction of the 
Administration in 1921. In 1940, there were 9039 
World War Veterans admitted. The total number 
of tuberculous veterans hospitalized in Veteran’s 
Hospitals varied from a peak of 44,591 in 1922, toa 
low figure of 16,411 in 1940. The annual cost of 
hospitalization of the tuberculous veterans varied 
from a maximum of $29,851,114 in 1922, $9,552,647 
in 1940. The total cost for the 20 years from 1921 
to 1940 inclusive was $348,701,662. This is for 
veterans of all wars, but it is estimated that 95 
per cent were veterans of the last war. These fig- 
ures throw some light on the cost of tuberculosis 
to the nation during the last war. 


Tuberculosis During the Second World War 


Despite the fact that the European War is now 
over three years old—the data are rather frag- 
mentary and not entirely reliable. The most au- 
thentic statistics come from Great Britain and re- 
veal a steady increase in the tuberculosis morbid- 
ity and mortality. 


The latest information is found in the August 
8 issue of the Lancet published in London, page 
172, under the title of “Tuberculosis in War Time.” 
In this issue Lord Dawson is quoted as stating, 
during a debate, that since the war started tuber- 
culosis increased 13 per cent, and, as in the last 
war, there is a tendency for an increase of infec- 
tion among young women. He also stated that an 
increase is also seen in young children particularly 
in the incidence of tuberculous meningitis from 
which there had been an increased mortality of 
50 per cent. The reason for this increase Lord 
Dawson explains on the basis that owing to evacu- 
ation so many children had consumed raw instead 
of pasteurized milk and that they had become 
infected. A more detailed analysis of the situation 
in England, Wales and Scotland is found in a com- 
prehensive article in the May 1942, issue of 
tubercle, by Frederick Heaf and Lloyd Busby who 
report a steady increase in nurnbers of deaths 
since 1939 so that the mortality for 1941 for Eng- 
land and Wales was 11.8 per cent higher than the 
1939 rate as seen in the following figures: In 1939 
there were 25,624 deaths from all forms, as com- 
pared with 28,689 for 1941. Of interest, also, is the 
fact that the number of reported cases increased 
over 3 per cent from 58,093 in 1938 to 59,976 in 
1941. The increase was in both males and females 
and in both pulmonary and extra pulmonary 
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forms. Of the extra pulmonary forms the greatest 
increase is seen in tuberculous meningitis as pre- 
viously mentioned. 


Percy Stocks, Medical Statistical Officer, Gen- 
eral Register Office, presents Vital Statistics of 
England and Wales for 1941 in the June 27, 1942 
issue of the British Medical Journal. His statistics 
on tuberculous meningitis are interesting as fol- 


lows: 
1939—there were 1684 deaths 
1940—there were 1886 deaths 
1941—there were 2366 deaths 


or an increase since 1939 of 40 per cent. 


All these figures show that there is a consider- 
able amount of infection among the general popu- 
lation and that the children are coming into con- 
tact with it. Moreover, the increase in non-pul- 
monary deaths, mostly due to meningitis, means 
that either the infecting dose is large or the re- 
sistance is low. Both causes may have operated 
in the first half of 1941 when the nightly bombing 
of town and cities made contact infection probable 
and frequent. 


It is of interest to mention in this connection 
that in addition to an increase in tuberculosis there 
has also been an increase during 1941 in cerebro- 
spinal fever, whooping cough and the enteric in- 
fections. 


Stuart Laidlow and Duncan Macfarlane, from 
the Public Health Department of Glasgow‘ present 
striking figures for Glasgow showing that the 
greatest increase in mortality and morbidity has 
taken place in this city. Since 1939 the deaths rose 
from 972 in 1939 to 1342 in 1941 or 38 per cent, 
and the morbidity rose from 1574 in 1939 to 2190 in 
1941 or a 38 per cent increase. He shows that the 
increased incidence has taken place almost entire- 
ly between the ages of 15 and 45 in males and 15 
and 35 in females. 


France 


In an article entitled “Food Rationing and Mor- 
tality in Paris, 1940-1941” published in the July 
number (1942) of the Quarterly Bulletin of the 
Milbank Memorial Fund, pages 213-220, Ramon F. 
Minoli states that the morbidity and mortality 
caused by tuberculosis have noticeably increased 
in Paris. In a report presented to the Academie 
de Medicine de Paris by Dr. Marcel Moine, Chief 
of Statistics of the Comite’ National de Defense 
Contre’ La Tuberculose, the following is revealed 
—that comparing the first six months of 1941 with 
the corresponding ones of 1939 the mortality has 
increased 10 per cent. In children under one year 
of age the increase was 15 per cent. In children 
from 1 to 9 years the increase was 28 per cent. 
The deaths from pulmonary tuberculosis increased 
20.4 per cent; from other types 30.4 per cent. 
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In five dispensaries an ominous increase was ob- 
served in the positive sputums found per thousand, 
which rose from 54.3 in 1938 to 211 in 1941. 


The average from five laboratories was as fol- 
lows: 


1938— 
54.3 positive results per thousand sputum examinations 


1939— 
59.1 positive results per thousand sputum examinations 


1940— 
72.2 positive results per thousand sputum examinations 


1941— 
211 positive results per thousand sputum examinations 


In discussing this report Rist pointed out that 
an increase has actually been observed in the pro- 
portion of cases of rapidly fatal tuberculosis; 
Amenilli indicated that a characteristic of current 
day tuberculosis is the increase of caseous pneu- 
monia. Cervical tuberculosis is also seen more fre- 
quently. 


At a meeting of the Societe de Hospitaux de 
Paris, Ravina stated that he observed a great num- 
ber of first infections and many acute attacks in 
persons who until the last few months enjoyed 
perfect health. Ravina gives several reasons for 
these acute attacks resulting from overwork, ele- 
mentary insufficiency and captivity. The retreat of 
the armies, the exodus of the population, the poor 
living conditions have contributed to the revival 
of the disease. 


Germany 


Information as to health conditions in Germany 
is difficult to obtain. The press is rigidly controlled 
and truth is not only suppressed but replaced by 
any fiction which is thought to be helpful. Few 
German medical journals come to this country 
now. Although the reports are generally frag- 
mentary and probably unreliable, nevertheless, it 
is logical to assume that an increase in the mor- 
bidity and mortality has already taken place. 


Dublin® in a personal communication, gives the 
following figures: For the first 19 weeks of 1941, 
there were 31,441 cases of tuberculosis of the lungs 
and larynx and 4978 other forms. During the cor- 
responding period of 1940 the numbers were 27,- 
231 and 3160; in 1939 they were 27,926 and 3419. 
The figures on mortality from tuberculosis in the 
large German cities with a population of 100,000 
and over during the same first 19 weeks of each 
year are as follows: in 1941 there were 7420 deaths 
from all forms; in 1940 there were 7278; in 1939 
there were 6595 or an increase in morbidity since 
1939 of 16 per cent and mortality of 12 per cent 
respectively. 


The August 22, 1942 number of The Journal of 
the American Medical Association under the head- 
ing Public Health under Hitler’s Rule reveals that 
the Deutsche Tuberkulose Blatt of April 1942, con- 
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tained a revealing article from the point of view 
of future increase in morbidity and mortality in 
Germany, by Dr. Elisabeth Dechoff, a specialist for 
pulmonary diseases in Dresden, who wrote: 


“We have abundant work for our people and 
every employer is only too glad to find a worker 
without asking much about the state of his 
health. About 60 per cent of all persons with 
open pulmonary tuberculosis and 80 per cent to 
90 per cent of those with stationary tuberculosis 
are now employed partly in very unsuitable 
occupations. The ideal would be to find for all 
patients, whether open or stationary tuber- 
culosis, suitable jobs which do not make them 
ill and in which they can earn their living 
without infecting other people. This would be 
the only reasonable way of absorbing the 
400,000 persons with open pulmonary tuber- 
culosis into the economic life of Germany. 
These people contribute a valuable source of 
labor which we can ill afford to waste.” 


I need not mention what adoption of such a policy 
would lead to as far as disseminating the disease 
is concerned. 


Tuberculosis in the Conquered Countries 

Information regarding tuberculosis in the con- 
quered countries is meager and unobtainable. Ac- 
cording to current newspaper reports there is a 
widespread famine in all conquered countries, es- 
pecially in Poland and Greece. Insufficient food, 
unsanitary conditions, forced labor, etc., always 
lead to an increase in tuberculosis and, therefore. 
one is justified in concluding that tuberculosis is 
probably on the increase in all the conquered 
countries. 

No information is available on Russia but one 
is justified in predicting an increase in the rates 
in at least that part of Russia occupied by the 
Hitlerites. 


Reasons for the Increase of Tuberculosis 
During Wartime 
The increase in the tuberculosis rate in Europe 
during the first World War has been the subject 
of extended research. Numerous theories have 
been presented in the past to explain the increase. 


The following are but a few: 


1 Shortage of clothing, housing and food 

2 Reduction in hospital beds, sanatoria, and 
other facilities for the care of the tubercu- 
lous patient 

3 Uncontrollable unsanitary conditions of 
housing 

4 Lack of food, and particularly shortage of 
butter and animal fats in the diets of 


children 











5 Strain of military training and army life 
leading to a break in the arrested tubercu- 
lous individual 


6 The generally accepted view was, and still 
is, that privation undermined resistance, 
permitting infection that would ordinarily 
be well controlled, to progress to active and 
fatal diseases. 


Malnutrition was repeatedly emphasized by 
writers as the chief debilitatory factor in Germany 
during the last war, pointing out that the adult 
dietary sank from a daily average of 3000 calories 
with 12 per cent protein, 20 per cent fat and 68 
per cent carbohydrate before the war, to 1400 
calories, with 8 per cent protein, 9 per cent fat and 
83 per cent carbohydrate at the end of the conflict. 


Malnutrition was also considered the major fac- 
tor in the tuberculous epidemic of Central Europe 
by many investigators writing during and after 
the war. 


Schroeder® was convinced that nutritional fac- 
tors was the bases for the rise, and insufficiency 
of protein was mainly responsible. His observation 
indicated that when the protein level was reduced 
below 80 per cent per day, the favorable progress 
of the tuberculous patient ceased. 


According to Long,* malnutrition alone is not 
responsible. 


“The acceleration of industry, leading to 
crowded quarters in industrial districts, favors 
exogenous infection which was discounted as 
a menace in other wars” 


During the present war mass migration and 
evacuations have created huge refugee problems. 
A specific danger has arisen in the evacuation of 
tuberculosis sanatoria in European countries to 
make room for war and air raid casualties—Air 
raid shelters may spread tuberculosis. 


Tuberculosis Situation in This Country at the 
Present Time and the Outlook for the Future 


The death rate per 100,000 population from 
tuberculosis, all forms, during 1941 reached a new 
low level of 42.2, as compared with 50.3 during 
1937, five years ago.’ To what extent the tubercle 
bacillus will repeat its triumph of a quarter of a 
century ago cannot yet be predicted. There is as 
yet no statistical evidence that since Pearl Harbor 
the splendid record of accomplishment in the con- 
trol of tuberculosis for the past twenty-five years 
is being seriously threatened. Despite this fact we 
should not be lulled into a false sense of security. 
It should be remembered that even in those coun- 
tries where the antituberculosis campaign has 
been best organized, the disease is now finding 
fertile soil f°: growth. Objective evidence of the 
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causes leading to tuberculosis, as indicated pre- 
viously in this paper, is now present in a magni- 
fied form such as long working hours, overcrowd- 
ing, unsanitary environments, the employment of 
people in industry previously not accustomed to 
work, mass migration of many uninfected indi- 
viduals from the country to the city who will be- 
come infected with tubercle bacilli. These factors 
have in the past and will in the future favor the 
development of tuberculosis. In addition to these 
predisposing causes the shortage of personnel in 
the tuberculosis sanatoria, particularly the short- 
age of physicians and nurses, is already causing 
a curtailment of services in these institutions, 
leading to the retention of many tuberculosis in- 
dividuals in the homes and thus causing further 
dissemination of the disease. 


Can we maintain our good record ard prevent 
an increase in tuberculosis mortality despite the 
war? Theoretically at least, the answer should be 
an affirmative one, provided we maintain the pub- 
lic health machinery for controlling tuberculosis, 
provided we increase the facilities for early 
recognition, adequate sanatorium treatment, and 
after care of the tuberculous individual, instead of 
curtailing these services, as is now being done in 
some communities. Public health education re- 
garding the importance of periodic annual health 
examinations will lead to the detection of the 
disease in the early stage and thus minimize the 
danger of infection to others in the community 
through immediate treatment and isolation. While 
it is highly probable that the morbidity rate from 
this disease will rise during this war mainly be- 
cause of the routine roentgen examination of the 
chest of the armed forces, there is no reason, how- 
ever, why the mortality from tuberculosis should 
rise if it were possible to carry out the precautions 
outlined previously. 


I am greatly indebted for much of my statistical 
information to the following: Lt. Colonel E. R. 
Long, in charge of tuberculosis for the Army, to 
Louis I. Dublin, of the Metropolitan Life Insurance 
Company, and to G. J. Drolet, Assistant Director, 
New York Tuberculosis and Health Association. 
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Restatement of Out-Patient Department Duties 


JOHN V. LAWRENCE, M.D. 


clinic the function of which is to feed 

patients into the hospital, to provide fol- 
low-up care of patients after discharge, and to 
forestall hospitalization of patients by utilizing 
the professional skill of physicians and special 
equipment for diagnosis, treatment and prevention 
of disease in ambulatory patients. 


A N OUT-PATIENT department of a hospital is a 


During the past thirty years the duties of the 
out-patient department have undergone pains- 
taking revision. The activity of clinics today may 
be appreciated from the 1940 survey of the Chil- 
dren’s Bureau of The United States Department 
of Labor which revealed that clinic visits in 26 
urban areas were made in the ratio of 700 visits 
to 1000 population. Also that the expenditure in 
these areas for clinic care amounted to 51 cents 
per capita and that expenditures for hospital care 
for 34 urban areas totaled $7.24 per capita of which 
$3.18 was from public funds and $4.06 was from 
private funds furnished by the hospitals and pa- 
tients. 


The increase in the number and activity of 
clinics is the result of public and professional con- 
viction that the advantages of modern medical 
practice should be available to all strata of society. 
If differential emphasis be made in the distribu- 
tion of medical service among population groups 
it must be made in the direction of fulfilling the 
greatest needs for the greatest numbers. The pres- 
ent exigency demands that health measures for 
the entire nation be the best which we are able 
to apply. The operation of clinics is appropriate 
to this end, because clinics can serve a large per- 
centage of the population who cannot pay the costs 
of essential medical care. 


Valuable hospital space can be spared by the 
early successful treatment of minor defects, and 
by the care of ambulatory patients in the early 
stages of serious illness, and by effective follow-up 
care after hospital discharge. A more thorough 
grasp and application of preventive procedures 


—————— 
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than now exists, can lighten the care exacted both 
from clinics and hospitals. The critical need for 
hospital facilities and manpower increases the 
responsibilities of clinics to keep them walking. 
“Keep them walking” might well become our out- 
patient department slogan. 


Due to the requirements of the armed forces 
for physicians and materials, civilian medical prac- 
tice is disrupted as never before. New patterns of 
responsibility as well as increased effort are ines- 
capable. Necessity will give birth to many in- 
genious devices to increase efficiency and eliminate 
waste in the operation of out-patient departments. 
When contractions in clinics and hospital organiza- 
tions are made the expedients used must be wisely 
executed in order to maintain the objectives of 
good, essential medical care. 


Medical Record 


The art of interviewing the patient and of keep- 
ing the record of each interview becomes of even 
greater significance when many refinements of 
medical procedure and aids to diagnosis must be 
curtailed. The diagnostic aids obtained from the 
patient’s story depend on the patient’s confidence 
and readiness to cooperate, and on the physician’s 
ability to elicit pertinent facts and to record them. 
By the content of the record the quality of medical 
service may be judged. It should contain in out- 
line form and in chronological order the findings, 
conclusions, and treatment procedures after each 
patient’s contact with clinic or hospital. A record 
in outline form, compiled by the experienced phy- 
sician can be as informative as a lengthy narrative. 
However, some short cuts in compiling medical 
records may unwittingly curtail the effectiveness 
of clinic service. The present complaints of the pa- 
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tient listed in the language of the physician, and 
with the duration of each, is a key to the inter- 
pretation of the medical history. Listing only a 
chief complaint reflects procedures directed to 
medical relief but not to complete service. 


The availability of the medical record of every 
visit of the patient to either clinic or hospital fol- 
lows closely in importance that of the interview. A 
unit system of filing the records of patients who at- 
tend both hospital and clinic furthers effectiveness 
and unity of medical service. But a strict unit sys- 
tem, whereby every admission to clinic or hospital 
is filed under the same series may prove cumber- 
some; it dilutes the value of the unit file by in- 
cluding records of many casual out-patients who 
do not return for medical care. The modified unit 
system, which includes only records of patients 
who require hospital care, concentrates in one file 
the records which are valuable for study and 
research. 


By this system the records of all clinic admis- 
sions are first filed under a clinic series and are 
entered under the unit file when and if hospital- 
ization becomes necessary. Thus records of clinic 
service only are filed under clinic records and do 
not become a part of the unit record file. A mass 
of such records accumulate from patients admitted 
only for clinic service which includes many single 
or few visit contacts, from patients referred out 
of the clinic to other institutions and to private 
physicians, from patients for health examinations, 
and from other casual or incomplete service con- 
tacts. 

Adjustment to Present Day Needs 


During the period of national emergency, clinics 
and hospitals must curtail their activities to the 
incisively essential elements in medical service. 
But the physical capacity of almost all clinics can 
be increased by fuller utilization of space through- 
out the day and evening hours. In some com- 
munities it may prove expedient to pool profes- 
sional personnel and to utilize clinic facilities for 
effective service to larger numbers. Medical serv- 
ice to groups of industrial workers, the preliminary 
examinations of selectees for military service, the 
treatment of venereal diseases, and health exam- 
inations are instances of practice adapted to clinic 
organization. 


To offset partially the dwindling physician staff, 
all supporting elements which facilitate the phy- 
sician-patient contact must be assiduously studied 
and applied. Clinic personality—to which all per- 
sonnel contribute—facilitates or retards patient- 
clinic cooperation. Kindly, efficient routing of the 
patient as a person, not as a case, enlists a ready 
response which is helpful in examination. Medical 
social service must be utilized fully as an aid to 
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interpreting the social component in medical care 
which is basic to intelligent service. Clinics of all 
sizes should strive to bring medical social service 
to its full complement in order to protect the qual- 
ity of medical service under conditions of even 
more serious depletion of physician staff. 


In retrenching, clinics of small hospitals face a 
less complicated problem than do larger clinics. 
Clinics of large hospitals, and particularly those 
connected with medical schools, are confronted 
with the necessity of operating more intensively 
with reduced staff and with increased teaching re- 
sponsibilities. Clinics of small hospitals may nar- 
row their services toward the bare essentials for 
general examination and treatment similar to that 
of a physician working alone in general practice. 
But it would be unwise for large clinics, with well 
equipped subdivisions, to abandon completely 
their degree of specialization as long as units may 
be even partly staffed. For large clinics, the mech- 
anism of an admitting or diagnostic clinic may 
serve to provide optimal distribution of load 
among clinic subdivisions, and will give all new 
patients an opportunity to consult a physician on 
their first visit. Such a “front door” clinic has 
proved its value under normal conditions and is 
now doubly indicated in order to achieve efficient 
utilization of staff and facilities. 


Recently, at New York Hospital, an admitting 
clinic has been established to protect the objectives 
of good essential medical service and teaching in a 
large out-patient department. The unit is planned 
to allow an average of 15 minutes of survey of the 
medical condition of each new admission to med- 
icine. Dr. David P. Barr, physician-in-chief of the 
hospital visualizes its purposes as follows: 


“It should give every new patient a medical 
hearing before his finances are discussed. 


“It should afford an opportunity to plan sub- 
sequent medical care whether this be hospi- 
talization, general medical clinic, or reference 
to some other institution or physician. 


“It should offer a mechanism for excluding 
patients who are not likely to benefit mate- 
rially from relatively elaborate and expensive 
facilities. 

“It should permit selection of patients espe- 
cially appropriate for teaching exercises. 


“For patients who are to return later for 
complete examination it should provide oppor- 
tunity for securing at once laboratory and 
x-ray data which will certainly be needed in 
subsequent study. 


“In each case an estimate must be made of 
the prognosis in terms of acute or chronic ill- 
ness and also an estimate of the probable ex- 
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tensiveness of laboratory and x-ray exam- 
inations.” 


Out-patient departments of small or large hos- 
pitals should exemplify the best standards of med- 
ical practice in their respective communities. By 
their example, whether good or bad, clinics influ- 
ence the standards of practitioners in their com- 
munities. By rendering the knowledge and per- 
sonality of the professional staff more effective, 
every out-patient department becomes a teaching 
unit, whether a part of a medical school or far 
remote from a teaching center. Physicians are 
attracted to join the out-patient staff because of 
the educational opportunity which it offers. By 
thus supplementing formal medical education, the 
modern clinic fulfills one of its most important 
functions. 


Venereal Disease Control and Nutrition 
Instruction 


It has been pointed out that in the readjustment 
of clinic services to meet the essential needs for 
national health, retrenchment is necessary; but 
concomitant with retrenchment goes extension of 
services along certain lines that most crucially 
affect the public welfare. Two important national 
conferences directed to building national health 
have recently formulated national programs. The 
National Conference for Venereal Disease Control, 
held in December 1937, and the National Nutrition 
Conference for Defense, held in May 1941, have 
stated two major problems in community welfare. 
These conferences adjourned not with smiles of 
satisfaction but with frowns of determination. 


Fortunately, the venereal disease control pro- 
gram was well under way before the present na- 
tional emergency. Mobilization for war increases 
the incidence of venereal diseases and the diffi- 
culties and the urgency for control. This fact por- 
trays the lack of control measures well within our 
knowledge, but as yet beyond effective execution 
in military and civil practice. President Roose- 
velt’s admonition to the National Nutrition Con- 
ference for Defense, which was read at the opening 
of the conference was in part as follows: 


“This conference has significant responsi- 
bilities to explore and define our rutrition 
problems and to map out recommendations for 
an immediate program of action. This is vital. 
During these days of stress the health prob- 
lems of the military and civilian populations 
are inseparable.” 


Paul V. McNutt, chairman of the conference 
made the following statement: 


“It is essential that the conference lead to 
action... . In the Federal Government, in the 
states, in the cities, in agriculture, in industry, 
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in foundations and universities, we have the 
men and women who can work out the de- 
tails.” 


Surely, there could be no plainer instruction to 
out-patient departments whose duties are con- 
cerned with the treatment of the early stages of 
disease and the eradication of factors predisposing 
to disease. 


Faulty nutrition causes widespread and serious 
national disability. Therefore, it becomes the duty 
of every out-patient department with any claim to 
specialization to apply the achievements of the 
growing science of nutrition. Nutrition Clinics or 
Food Clinics as subdivisions of out-patient depart- 
ments have long been indicated for effective ther- 
apy and for the instruction of students and phy- 
sicians in the newer knowledge of nutrition. 


The out-patient Nutrition Clinic is not merely 
an extension of the hospital diet kitchen; it is dif- 
ferent in scope and function. The clinic nutritionist 
must possess a different viewpoint and ingenious- 
ness from that required of the hospital dietitian 
whose orders are carried out by trained assistants 
in a well equipped hospital kitchen. The clinic 
nutritionist must direct the patient or the patient’s 
relatives to prepare diets with materials and 
equipment found in the home. She must sense the 
resources, receptiveness and intelligence of her pa- 
tients. Poverty, worry, overwork, and lack of com- 
prehension are some of the obstacles which must 
be offset in order to instill enthusiasm for faithful 
maintenance and enjoyment of the diet. 


It is the duty of the out-patient department to 
furnish training in the practical application of 
basic nutrition to patients, students, and physi- 
cians. This applies not only to clinics connected 
with medical schools but it applies to all out- 
patient departments. 


Medical Service to Industrial Workers 


There is scarcely an out-patient department in 
the United States which does not have some direct 
or indirect contact with men and women involved 
in war work. Out-patient departments have an 
important contribution to make toward the health 
care of industrial workers and their families. Em- 
ployment enables millions to afford medical care 
from private practice but a residue remains as 
clinic responsibility. The physicians remaining in 
private practice require help in caring for per- 
sons who cannot afford the costs of service. The 
task of assuming health service for occupational 
diseases must be largely centered in new units in 
industrial plants but the task of health service for 
non-occupational diseases rests largely on private 
practice and out-patient departments. 


Approximately 93 per cent of absenteeism 
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among 32 million industrial workers is due to non- 
occupational diseases. This absenteeism accounts 
for 400 million man days loss of work annually 
which is equivalent to closing 1100 factories em- 
ploying 1000 men each for one year. This ratio of 
loss in peacetime affects most seriously the worker 
and his family. This loss of production now les- 
sens the items essential for national defense. When 
it is realized that one-fourth of the population is 
engaged in production the importance of the 
workers’ health may be more fully realized. 
Scheduling clinic sessions at times best suited 
to workers is a contribution which may be made 
within the scope of present facilities. In some com- 
munities lacking other facilities, it may prove ex- 
pedient to pool medical personnel and utilize the 
effectiveness of clinic organization to serve addi- 
tional groups of patients. Thus the duty of clinics 
to forestall the need for hospitalization of greater 
numbers of patients is more effectively fulfilled. 


Conclusion 
Through effective utilization of professional 
skills and equipment in out-patient departments 
and hospitals more medical service can be ren- 
dered than by any other means. The capacity of 
hospitals can be increased by forestalling need 


for hospitalization by early treatment of ambu- 
latory patients and by follow-up treatment after 
early discharge from hospital beds. 


Not only must many refinements of medical 
care be curtailed during the emergency but many 
patients with supposedly minor ailments cannot 
be served in private or clinic practice. Clinic at- 
tendance should therefore be regulated to clinic 
capacity by selecting those patients most in need 
of medical attention. The function of selecting pa- 
tients can best be met by routing through an ad- 
mitting clinic. 


All supporting elements of clinic and hospital 
organization which facilitates physician-patient 
contact must be assiduously studied and applied. 
Medical social service and nonprofessional per- 
sonnel should be brought to full complement in 
order to expedite service. 


New patterns of responsibility and increased ef- 
fort are inescapable. Clinics should respond to 
health measures prescribed by national acclaim 
for the control of venereal diseases; for the guid- 
ance of nutrition programs and for the care of 
workers in industry. The task is clear and its ac- 
complishment is difficult. 
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Mid-Winter Conference of Wisconsin Hospital Association 


The 1943 Mid-Winter Conference of the Wiscon- 
sin Hospital Association was held in Milwaukee 
on January 21. 


The subject of the morning session was “Hos- 
pitals in Wartime and Postwar Planning.” “Secur- 
ing Supplies, Furnishings, and Equipment” was 
discussed by E. W. Jones, Head Hospital Consult- 
ant, War Production Board, Washington, D. C.; 
Nelse E. Hanshus, manager of Luther Hospital, 
Eau Claire, Wisconsin; Will Ross of Will Ross, Inc., 
Milwaukee, Wisconsin; and Thomas J. Rudesill of 
the Scanlan-Morris Company, Madison, Wisconsin. 
“Maintaining Nursing Service in the Hospital” was 
discussed by Faith A. Collins, superintendent of 
Kenosha Hospital, Kenosha, Wisconsin; Mrs. Ger- 
hard Schroeder, chairman of the Voluntary 
Nurses’ Aid Corps Committee; and Sister M. Pul- 
cheria, St. Joseph’s Hospital, Milwaukee, Wiscon- 
sin. “Lay and Technical Personnel” was discussed 
by Grace T. Crafts, superintendent of the Madison 
General Hospital, Madison, Wisconsin, and “Blue 
Cross Plan” was discussed by Leon R. Wheeler, 
executive director of Associated Hospital Service, 
Inc., Milwaukee, Wisconsin. 


The luncheon was in honor of Reverend Herman 
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L. Fritschel, who recently celebrated the fiftieth 
anniversary of his ordination to the ministry and 
his fortieth anniversary as superintendent of Mil- 
waukee Hospital, Milwaukee, Wisconsin. James A. 
Hamilton, president of the American Hospital As- 
sociation, presented an address on “Looking 
Ahead.” 


At the afternoon session, “The Place of the Hos- 
pital in the Civilian Defense Program” was dis- 
cussed by William L. Coffey, manager of- the 
Milwaukee County Institutions, Wauwatosa, Wis- 
consin “Purchasing Supplies in Wartime and Post- 
war Planning” was discussed by C. O. Auslander, 
purchasing agent of Michael Reese Hospital, Chi- 
cago; Sol Raskin, pharmacist of Mount Sinai Hos- 
pital, Milwaukee, Wisconsin; and Margaret E. 
Fritschel, dietitian of Presbyterian Hospital, Chi- 
cago. “Highlights of the New Federal Income and 
Victory Tax Requirements” was discussed by 
Julius C. Jacobsen, Federal Tax Official of the 
United States Internal Revenue Office, Milwaukee, 
Wisconsin. 


The session closed with a panel discussion lead 
by Dr. H. M. Coon, administrator of the Wisconsin 
General Hospital, Madison, Wisconsin. 
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Increasing and Using Nursing Auxiliaries 


LUCILE PETRY, R.N. 


mand for nursing service repeats a pattern 

grown painfully familiar in our national 
economy. The striking increase in hospitalization, 
which would have continued had there been no 
war, is even more marked and promises to be ac- 
celerated because of the war and the consequent 
industrial expansion and the development of tar- 
get areas. More nursing and hospital service will 
be demanded. Increases in the Army bring marked 
increases in demands for nursing service, which 
must be met without fail. To meet the known 
needs, three of five of those now eligible must join 
the armed forces. Increased acuteness of health 
problems in this time when there are major shifts 
in population produce an even greater demand in 
the field of public health nursing. 


T= RELATION of the supply of nurses to the de- 


Our Needs and the Possibilities of Meeting Them 


Where are the nurses who will meet this de- 
mand? We hear less today from the optimist who 
claims that there are enough nurses and that the 
problem will be solved by effective distribution 
of those nurses we now have. We are beginning 
to suspect that there may not be enough woman 
power to meet the new industrial needs as well as 
to fill the continually growing needs in the exist- 
ing fields for women. We hear, for example, that 
the maximum percentage of women workers in the 
airplane industry is 25 per cent in this country, 
whereas in England it is 65 per cent. We hear that 
we must raise that percentage in this country, per- 
haps double it, in the next year. So it is scarcely 
a simple problem of “Are there enough nurses?” 
but a major problem of “Are there enough 
women?” We now know that the hospital adminis- 
trator who says he has no difficulty in procuring 
nurses, or who says that the school in his hospital 
has plenty of candidates, is an isolated case. We 
cannot believe that his particularly effective meth- 
ods of procuring graduates in his service and stu- 
dents in his school will work for all hospitals and 
schools, because we know that there are insuffi- 
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cient nurses and insufficient candidates for nursing 
schools. It appears imperative then that we find 
out how many nurses we need and predict the ex- 
pansions in that field, and that we estimate what 
proportion of the woman power of the country 
must be used, or should we say assigned, to that 
need. 


Until the time when we have the facts about 
these needs and the possibilities of meeting them, 
and until we design measures for guaranteeing 
that nursing service will receive a just propor- 
tion of the woman power of the country, we must 
do our utmost to guarantee most effective use of 
the nursing service at hand. Nursing service at 
present can come from three sources: from gradu- 
ate nurses, from student nurses, and from auxili- 
ary nurses. Measures have already been taken to 
increase the number of graduate nurses by in- 
creasing the number of students in schools of 
nursing. Campaigns to induce inactive graduate 
nurses ‘to return to active service have been, and 
are being, carried forward, and in some communi- 
ties with considerable success. Federal subsidies 
are being used to retrain these nurses and to in- 
crease the enrollment of students in schools of 
nursing. With all our attempts to increase the sup- 
ply of nursing service rendered by graduates and 
students, we know we shall not produce enough. 
I had a letter last night from my office in Wash- 
ington where we have records of 250 schools of 
nursing. The tabulation of figures had proceeded 
through 92 of these and showed the following: 
These 92 hospitals had lost 18 per cent of their 
graduate staff to military service (or 899). All but 
281 of these had been replaced. One out of every 
two of these institutions had lost a nursing in- 
structor to the military. 
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Registered Nurses Reserved for Expert 
Technical Services 


We know also that a part of the service now 
given by graduates and students could be given by 
personnel with less costly training. Ninety-two 
schools referred to above had increased nonnurs- 
ing personnel from 3400 to 4400 in the last year. 
We realize that this precious supply of available 
nursing service must not now be used for the 
performance of non-nursing activities, and even 
in some instances elementary nursing activities, 
but must be hoarded for use in situations which 
demand expert technical service. In many other 
technical fields we hear of dilution through the 
use of less well trained workers and we hear of the 
fear that the service will suffer because of dilu- 
tion. We believe, however, that in nursing, con- 
siderable dilution can be permitted before we 
reach the point of allowing the quality of service 
to suffer. We know that patients can receive ad- 
equate care when that care is designed and super- 
vised and its highly technical portions carried out 
by professional nurses and its less technical por- 
tions, ofttimes the bulk of the care, carried out by 
the auxiliary nursing personnel. 


Nursing Service by Auxiliary Personnel 


The problem then becomes that of “What part of 
nursing service can be contributed by auxiliary 
personnel?” How can this personnel be trained? 
These problems are found in a setting which con- 
tains these other problems: How many of these aux- 
iliary workers are now in existence and being used? 
Are there ranks of women from which additions to 
this group can be recruited for training and serv- 
ice? If additional numbers are trained, can the hos- 
pitals establish employment policies which will 
make best use of this group? 


It has been hoped that in order to avoid the dif- 
ficulties encountered in state licensing laws, a 
voluntary agency undertake the determination of 
the number of these workers now available in the 
country; and that an agency undertake to locate 
and enroll these workers. This hope is in line with 
the general pattern of much progress which has 
been made in this country with similar problems. 
Voluntary agencies first carry out experimental 
plans, and when their effectiveness has been ap- 
proved, official agencies with public support ¢con- 
tinue the operation of the plan in whole or in part. 
If, for example, the large group of auxiliary nurse 
personnel now in existence could be counted and 
enrolled by an agency such as the Red Cross and 
the usability of this group tested and approved by 
hospitals, then a government agency might under- 
take subsidized training of such a group. Whether 
government subsidy would be required to guaran- 
tee the effective use of these groups by hospitals 
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is a matter for hospital administrators to deter- 
mine. 


Recruiting and Training the Auxiliary Nurse 


If we can assume that it has already been proved 
that the auxiliary nurse can be recruited, trained, 
and then can be used by hospitals, a plan for their 
training could be prepared. An agency such as the 
United States Public Health Service might assume 
responsibility for administering a Federal subsidy 
to a large nation-wide training program. The next 
few paragraphs are hypothetical and describe one 
example of what might be done. In such a case, a 
curriculum of six months might be suggested, 
three months of centralized theoretical instruction 
and three months of supervised clinical practice. 
Such a six months curriculum might be operated 
both by schools established for this purpose espe- 
cially and by already existing nursing schools 
which would undertake this additional function. 
Schools operated for this purpose solely might in- 
clude the best of the schools for auxiliary person- 
nel now in existence and new programs in which 
the first 3 months of theoretical instruction might 
be centralized for several schools in one city; and 
the second 3 months, supervised clinical practice, 
be carried on in several cooperating hospitals. 
Among these might be small hospitals now con- 
ducting schools of nursing which would prefer 
to discontinue their existing school and to substi- 
tute the less expensive type of training required 
by the auxiliary group. This would apply particu- 
larly to hospitals of less than 50 beds whose gradu- 
ates are ineligible for military service because of 
the inadequacy of their clinical preparation. 


Another group of institutions which might un- 
dertake this kind of training is the large school of 
nursing which at present admits not more than 
one or two classes of student nurses a year and 
which, therefore, would have classroom facilities 
available between the admission dates of its reg- 
ular nursing classes. It would seem important that 
a plan for training auxiliary personnel should be 
as inexpensive as possible, and this suggestion to 
use nursing classrooms in hospitals which would 
switch to the training of auxiliary personnel and 
in other hospitals which now have nursing class- 
rooms unused for certain periods of the year, 
meets this criterion. The use of nursing classroom 
equipment which is not now used in late after- 
noons and evenings also offers another opportunity 
to train auxiliary personnel without adding to 
equipment costs for classrooms. 


A Curriculum for Auxiliary Nurse Training 


One might suggest tentatively that the first 3 
months of a curriculum for auxiliary personnel 
be taught by a nurse and a home economist, since 
nutrition and housekeeping figure predominantly 
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in the auxiliaries activities; and that the second 3 
months, composed largely of supervised clinical 
practice, be the responsibility of a supervising 
nurse. We might see the first 3 months, which con- 
tain the sciences directly applied to elementary 
nursing, taught to a group of 40 to 120 students 
at one time. These students then would be appor- 
tioned in groups of 20 or more to various hospitals 
for the second 3 months. It would appear that one 
graduate nurse could supervise each group of 20 
students during this period of practice. The num- 
ber of instructors, that is, nurses and home econo- 
mists, required for the first 3 months would depend 
on the number of students to be enrolled in the 
school. Demonstrations of nursing which could be 
given to large groups could be included in the first 
3 months, as well as small amounts of supervised 
classroom practice of the nursing so demonstrated. 
In the second 3 months these students would prac- 
tice in actual hospital situations with real patients, 
and would learn to carry out generalized nursing 
which does not require highly complicated equip- 
ment or the interpretation of scientific observation 
of patients. A graduate nurse, or perhaps a student 
nurse near the end of her training, would assume 
these functions for the patients who are otherwise 
cared for by the trainees in the auxiliary group. 
Upon completion of the 6 months curriculum, 
these workers should be ready for employment by 
hospitals. They would, of course, require nursing 
supervision and the presence of graduate or ad- 
vanced student nurses to carry out these portions 
of nursing care which they were not qualified 
to do. 


A Federal Subsidy for Training Auxiliary Nurses 


Trainees for this program could be recruited 
from women from 18 to 50 years of age who had 
2 years or more of high school or its equivalent. 
If a Federal subsidy were available for this pro- 


gram, it should not be an expensive one for hos- . 


pitals. The Federal subsidy might include the cost 
of instruction for the 6 months and the cost of 
subsistence for trainees during the first 3 months 
of the program. Since the trainees would be pro- 
viding valuable nursing service during the second 
3 months of their program, subsistence should be 
provided by hospitals. The training program 
should also be inexpensive for the trainees them- 
selves. The sum of $150 for subsistence for trainees 
for 3 months, and a salary of $2000 to $2400 for 
instructors, would bring the cost of the program of 
training for 6000 students to approximately one 
and one-half million dollars. If groups accommo- 
dated in the second 3 months of the program aver- 
aged 20 trainees, approximately 300 such groups 
would pass through this period in the year cov- 
ered by the subsidy. The number of hospitals in- 
volved in giving the 3 months clinical experience 
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would depend upon the number of times a hospital ~ 
operated the program that year and the number 
of groups in one hospital at any one time. If each 
hospital furnished this experience to only one 
group during the year, 300 hospitals would be in- 
volved. 


It is interesting to note that approximately 200 
hospitals, whose graduates are ineligible for mili- 
tary service, are at present operating schools of 
nursing. If at least half of these schools were con- 
verted to the operation of the auxiliary training 
program, and if the hospitals with less than 100 
patients, who are at present considering the idea 
of opening a school of nursing, formed centralized 
schools of the type suggested above, and if a num- 
ber of schools of nursing, whose classroom facili- 
ties are now unused for certain portions of the 
year, also join in such a program, we should have 
little difficulty in finding clinical fields for these 
trainees. 


The Auxiliary Nurse After Completion of Training 


Upon the completion of the training, the auxili- 
ary nurse would have to be assured employment 
with a wage sufficient to prevent her immediate 
deflection to industry. With the assurance that she 
has learned a vocation, which will surely be useful 
after the war, a salary. comparable to that paid to 
a stenographer would perhaps be sufficient to hold 
her. 


Some Important Problems Confronting Directors 
of Nursing 


Some of the problems which would be encoun- 
tered by a hospital school of nursing desiring to 
convert itself into a school for auxiliaries include 
the following: 


Would the alumnae members of the existing 
school object to the conversion? 


Where would nursing instructors be found? 


How could housing be provided for the second 
3-month period? 


In these times, nurses, who have been graduated 
from schools which leave them ineligible for mili- 
tary service, realize more acutely than before the 
predicament of the nurses who come from a small 
school of nursing. We believe that the opposition 
of alumnae associations would be at a minimum 
and could be obviated when the reasons for the 
conversion were persuasively presented. State and 
National recruitment committees for schools of 
nursing, and agencies concerned with the procure- 
ment of nurses to meet the present needs, are en- 
countering larger numbers of nurses than ever be- 
fore who realize the ineffectiveness of the experi- 
ence they received as students in the hospital of 
less than 50 beds. 
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Procuring Instructors 


The problem of procuring instructors for these 
schools will be a more difficult one. In case of the 
conversion of a small school already in existence, 
it is hoped that the instructor in that school would 
be willing to continue as the instructor in the aux- 
iliary training program, if the great value of this 
program were presented to her appealingly. 
Highly qualified instructors in the discontinued 
schools would probably attempt to find positions in 
larger schools of nursing where many vacancies 
at present exist. A certain portion of the Federal 
subsidy for the auxiliary training program might 
be used to conduct short courses designed to help 
instructors adapt themselves to this type of func- 
tion. In-service educational programs for this pur- 
pose might be the best type of assistance for these 
instructors. 


Housing 


In instances where a nurses’ residence would be- 
come vacant when the school of nursing was dis- 
continued, housing of the auxiliary trainees would 
not present a problem. It is hoped that in instances 
where this is not the case the hospitals would be 
able to rent quarters in which to house auxiliary 
trainees. It is also hoped that the housing of the 
auxiliary worker upon the completion of the 
course could be procured by the worker herself 
rather than being provided by the hospital. The 
use of the late afternoon and evening hours for 
the training program, which would seem advisable 
from the point of view of teaching equipment, 
would have an additional advantage in that 
women enrolling in the program might be able 
thus to make gradual transition from their old 
activities, even homemaking, to their new job. 


Improbability of Auxiliary Nurse Training 
Becoming Permanent 


We look forward after the war to a continuing 
demand for expert nursing service, both in hos- 
pitals and public health agencies, and to the de- 
mand for American nurses for rehabilitation activ- 








ities both in this country and the other war torn 
countries of the world. The possibility that the 
training of auxiliary workers would become a per- 
manent practice is therefore not a frightening one. 
Care of patients in hospital and home after the war 
might continue to be given by the combination of 
auxiliary worker for elementary care and profes- 
sional worker for supervision of that care and for 
the more highly technical aspects of it. We know 
also that we may anticipate an enormous increase 
in the demand for the care of the aged and chron- 
ically ill, a function which could well be performed 
by the worker trained in this auxiliary program. 
We could expect such a design for nursing service 
would probably be more economical both for pa- 
tient, hospital, and community than our present 
system in which the predominant amount of nurs- 
ing service is given by the highly trained nurse. 


Recommendations and Assumptions 


1 Urges more extensive use of the auxiliary 
nursing personnel in its combination with pro- 
fessional nursing. 


2 Urges that a definite training program for aux- 
iliary nursing personnel be carried on, one 
example of which was described. 


3 Suggests the possibility of Federal subsidy to 
conduct such a training program. 


These three points were made after granting two 
assumptions— 


1 That women (and perhaps also men) are 
available for such a program (and here we 
may have to depend on being included in the 
pattern which will assign man power to the 
right job); 

2 That hospitals, and the agencies which pro- 
vide this type of care in homes, can employ 
this combination of personnel either with or 
without subsidy (Federal or other) for the 
cost of nursing service. 


Grant or prove the assumptions, and with joint 
action, a program can be evolved and operated. 





New England Hospital 


It was announced by President Wilmar M. Allen, 
M.D. that plans are being completed for the con- 
duct of the twenty-first annual meeting of the New 
England Hospital Assembly on March 10, 11, and 
12, 1943 at the Hotel Statler in Boston. This is one 
of the oldest regional assemblies in the hospital 
field and one of the best attended. 

Governmental and other nationally known 
speakers, as well as hospital and hospital plan 
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Assembly 1943 Meeting 


representatives, will participate in the wartime 
program. 


The exhibits will be held as usual. As a result of 
the recent disastrous fire in a Boston night club, 
the hotel has been instructed by the authorities 
to permit only fireproof materials to be exhibited. 
Emphasis will be placed upon the nature and use 
of substitutes for restricted materials and supplies. 
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Characteristics of Sanatorium Patients in Review 


EMIL FRANKEL 


lem of tuberculosis during the last few dec- 

ades has indicated that the tuberculosis 
sanatorium has occupied and will continue to 
occupy an important place in the movement which 
aims to prevent and control this disease. This 
movement—well organized and comprehensive— 
will lead toward the eventual eradication of tuber- 
culosis. It is extremely desirable therefore that the 
sanatorium continue to receive adequate com- 
munity support; that it be given every encourage- 
ment to go on with its curative work as well as to 
experiment with measures which will act as effec- 
tive health restoratives of patients suffering from 
tuberculosis and lead toward the discovery of new 
measures of tuberculosis control. 


Sent experience in dealing with the prob- 


Basis of Present Analysis 


In order to furnish some of the basic facts upon 
which such a forward-looking tuberculosis control 
program may be predicated a comprehensive sys- 
tem of statistical reporting by the tuberculosis 
sanatoria to the New Jersey Department of Insti- 
tutions and Agencies was inaugurated in 1929 and 
has enabled the Department to compile significant 
figures on the trend in sanatorium care during the 
last thirteen years. 


For each admission to a sanatorium there is sub- 
mitted to the Department certain social data as 
well as the patient’s final medical diagnosis. Per- 
tinent discharge and death data are likewise re- 
ported. The basic findings in this study are derived 
from the information gleaned from the character- 
istics of patients admitted to sanatoria for the 
first time. 


The information about first admissions over a 
period of years represents the most valid index of 
the prevailing policies with regard to the hospital- 
ization of tuberculous patients. They afford a 
measure for observing changes occurring in the 
make-up of the incoming patients in regard to 
sex, age, color, marital status, diagnosis, etc. In 
them are reflected the programs and efforts con- 
cerning the tuberculous of the local community. 
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Movement of Sanatorium Population 


The story of the movement of the adult patient 
population in state, county and private sanatoria 
in New Jersey during the ten-year period 1933 to 
1942 may be summarized as follows: 


Altogether 56,641 patients were under treat- 
ment during the decade, rising from 4766 in 1933 
to 6138 in 1942. The number of admissions totalled 
30,993, increasing from 2669 in 1933 to 3316 in 1942. 
The number discharged alive rose from the 1933 
figure of 1887 to 2312 in 1942. 


Type of Patients Admitted 


An analysis of adult admissions shows that the 
proportions of the different types of patients en- 
tering tuberculosis sanatoria have changed over 
the years, and that a growing number of adult 
non-tuberculous patients have been admitted. 


Of the 1482 adult male admissions in 1942, 85 
per cent were diagnosed as suffering from pul- 
monary tuberculosis, three per cent from other 
forms of tuberculosis, and twelve per cent as non- 
tuberculous. In the 956 adult female admissions 
89 per cent were diagnosed as suffering from pul- 
monary tuberculosis, two per cent from other 
forms of tuberculosis and nine per cent were non- 
tuberculous. 


Various reasons may be suggested for the in- 
creasing proportion of non-tuberculosis in the to- 
tal admissions. These include cases of bronchiec- 
tasis, lung abscesses, and other chest conditions 
that can receive more appropriate care in a mod- 
ernly equipped sanatorium than in a general hos- 
pital; they may be cases admitted and retained 
because there is no other public institution to 
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which they can be transferred. More cases are 
being admitted for complete diagnostic study not 
possible in the office of a private physician or a 
clinic. Some communities may not have suffi- 
ciently accurate diagnostic facilities to screen out 
cases which should not be accepted for admission 
to sanatoria. 


Diagnosis of Pulmonary First Admissions 


Figures on the classification of pulmonary tuber- 
culosis patients admitted to public sanatoria dur- 
ing the ten years 1933-1942 indicate that a larger 
proportion than in former years are diagnosed as 
“far advanced” a finding that at first glance would 
appear to contradict generally prevailing im- 
pressions. 


1 Patients admitted with minimal tubercu- 
losis decreased from 13.0 per cent of all first 
admissions in 1933 to 11.4 per cent in 1942. 


2 Moderately advanced tuberculosis first ad- 
missions decreased from 36.3 per cent in 
1933 to 29.9 per cent in 1942. 


3 Far advanced tuberculosis first admissions 
increased from 50.7 per cent in 1933 to 58.7 
per cent in 1942. 


The far advanced cases have apparently been in- 
creasing both among the Negroes and the whites. 
The rate of increase, however, has been relatively 
greater among the whites, from 48.1 per cent in 
1933 to 60 per cent in 1938, and 55.5 per cent in 
1942. The Negroes in 1933 already had a poorer rec- 
ord than the whites in 1942. The Negro percentage 
of far advanced cases was 66 per cent in 1933, 
highest in 1940 with 77 per cent and declining to 
73 per cent in 1942. 


It has been extremely difficult to single out any 
one reason for this trend. Leading physicians spe- 
cializing in tuberculosis in the state were con- 
sulted and the following reasons were suggested 
in explanation of this trend. 


1 More accurate diagnostic measures based on 
larger experience with and a fuller under- 
standing of x-ray readings. 


Cases now diagnosed as minimal were fre- 
quently missed entirely and not classified as 
tuberculosis by earlier methods of pre-sana- 
torium diagnosis (by clinics or private phy- 
sicians). Cases now diagnosed as moderately 
advanced or even far advanced may have 
shown only slight symptoms or pathology in 
response to earlier stethescope examinations 
or interpretations of x-rays. 


2 Better facilities are available for the treat- 
ment of minimal cases in the community if 
the danger of infection is absent, through 
private physicians, clinic services (diagnos- 





tic and pneumothorax) and nursing follow- 
up. On the other hand if the initial pneumo- 
thorax given in the community without 
hospitalization, refills, and follow-up are not 
of the highest type or are not successful for 
other reasons, the disease will progress and 
the patient finally enters the sanatorium in a 
moderately advanced or far advanced rather 
than minimal stage. The unfortunate atti- 
tude of some physicians who do not insist on 
aggressive treatment for symptomless min- 
imal cases and are content to prescribe gen- 
eral health care, likewise decreases the 
number of early cases seeking hospitaliza- 
tion. 

3 Institutionalization of far advanced cases 
has been stressed as a public health measure 
to prevent the spread of infection. Cases are 
now hospitalized who formerly were al- 
lowed to remain in their homes in a semi- 
moribund condition or were given treatment 

at home; and cases are now diagnosed as far 

advanced and hospitalized who might not 
have been diagnosed before death in earlier 
years. 


Age Factor in Pulmonary Tuberculosis 
Admissions 

The age distribution of the pulmonary first ad- 
missions shows striking differences between males 
and females. 

In 1942, 7 per cent of the males and 17 per cent 
of the females were under 20 years of age; 63 per 
cent of the males and 71 per cent of the females 
were between 20 to 49 years of age; and 30 per 
cent of the males and 12 per cent of the females 
were over 50 years of age. 

These figures reflect once more the fact that tu- 
berculosis robs the individual of the most pro- 
ductive period in his life. 


The Negro Tuberculosis Patient 


Relatively there are more Negro admissions 
today than there were ten years ago, but the in- 
crease is slight both in actual figures and in rela- 
tion to the needs of the Negroes for hospitalization. 
Thirteen per cent of the admissions were Negroes 
in 1933; in the last five years they have averaged 
something over 16 per cent and have been a little 
over 18 per cent in 1942. Compared to the general 
population which is 5.5 per cent Negro, this would 
seem to be an adequate admission rate; but com- 
pared to the case and death rates which are four 
and five times that of the whites, the tuberculous 
Negroes are not sufficiently hospitalized. 


Readmissions to Sanatoria 


Among the 3316 admissions to the public sana- 
toria in 1942 there were 26.5 per cent who have 
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had previous sanatorium care. In 1933 readmis- 
sions were only 18.7 per cent. The trend has been 
toward a rising proportion of readmissions to tu- 
berculosis sanatoria. Sex differences in the pro- 
portion of sanatoria readmissions appear to be 
slight. 


In the opinion of the Committee on Tuberculosis 
of the Governor’s Health and Welfare Conference, 
the rising rate in readmissions 


“is doubtless influenced by the prevailing 
lack of facilities for after care of patients. 
Failure to provide adequate relief allowances, 
with difficulty in obtaining suitable part time 
or full time employment under good working 
conditions may be responsible for this situa- 
tion. Some large industrial firms pursue a gen- 
erous policy on reemployment of their own 
employees, but are loathe to employ workers 
not on their payrolls previous to their illness. 
A large proportion of workers are unskilled 
and their education usually ended in the ele- 
mentary grades. Their employment has often 
been of a seasonal or transient type.” 


Deaths in Sanatoria 


The proportion of deaths occurring in sanatoria 
is closely tied up with the type of patients ad- 
mitted and with the stage of disease of patients 
admitted with pulmonary tuberculosis. In the 
three-year period 1940-1942, of 2690 patients with 
pulmonary tuberculosis who died in sanatoria, 88 
per cent were in the far advanced stages when 
admitted. 


Measured by three different criteria, deaths in 
sanatoria have been kept at a low rate of occur- 
rence however, in spite of an increasing number of 
patients under treatment, a rising number of pa- 
tients admitted with far advanced tuberculosis 
and the introduction of surgical procedures involv- 
ing considerable risks. 


During the last five years the number of sana- 
torium deaths per 100 under treatment has varied 
between 15.7 and 16.4; deaths in relation to total 
admissions have fluctuated between 28.9 and 30.5; 
and the ratio of far advanced admissions to deaths 
has varied between 51.4 and 52.9. The 1942 ratio of 
51.4 sanatoria deaths to each 100 far advanced ad- 
missions shows a decided decline when compared 
with the ratio obtaining ten years ago. 


Case Reporting and Sanatorium Admissions 


In 1940, there were 3406 tuberculosis cases re- 
ported to the State Department of Health and 2088 
entered state, county, and private sanatoria that 
same year; that is, a ratio of 61.3 per cent. In 1930, 
there were 5306 cases reported and 2433 entered 
sanatoria which represents a ratio of 45.9 per cent. 
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The increased use of the sanatoria is due to en- 
larged facilities for the care of patients in the 
state, general case finding efforts, and increased 
public consciousness of the value of sanatorium 
treatment as a curative procedure and as a pre- 
ventive measure. This has been brought about by 
public health education of school, community, and 
industrial groups, by both lay and professional 
agencies. 


Death Reporting and Sanatorium Deaths 


One of the most significant developments in the 
sanatorium field in recent years is the constantly 
increasing number of patients suffering from tu- 
berculosis who die in sanatoria in comparison to 
the total tuberculosis deaths that are reported in 
a given year to the official state health agency. 


In 1932, tuberculosis deaths reported to the State 
Department of Health numbered 2569 and 850 or 
33.1 per cent of these occurred in public sanatoria. 
This may be contrasted with the situation in 1941 
when a total of 1850 deaths were reported and 
908 or 49.1 per cent took place in sanatoria. 


This hopeful change may be accounted for by 
the attitude of the sanatorium, the patients and 
the relatives. Only a few years ago some sanatoria 
sent moribund patients home to die because the 
patients and relatives requested it and because 
the deaths would not then be counted against the 
sanatorium. Today the importance of giving such 
patients active hospital care until death is recog- 
nized by all groups. This permanent segregation 
of infectious cases is one of the fundamental prin- 
ciples of tuberculosis control. 


Length of Sanatorium Stay 


For every 100 patients under treatment in public 
sanatoria some years ago, from 36 to 38 returned 
to the community. During the last five years a de- 
cidedly improved situation has been noted: for 
every 100 patients admitted, from 66 to 72 were 
discharged to return to the community. 


A census taken of 2849 resident patients in pub- 
lic sanatoria on June 30, 1942 showed that 39.9 per 
cent had a continuous stay of one year or more. 
The available figures indicate an increasing aver- 
age length of stay of tuberculosis patients dis- 
charged alive from sanatoria, who have benefited 
from their treatment. This undoubtedly reflects 
institutional policies of prolonging the stay of pa- 
tients in sanatoria to attain cure and also of the 
prevailing economic situation which makes the 
family less able and willing to care for, and sup- 
port in the home, patients who cannot obtain work 
and may not be physically able to work. 


Education before admission and during hospital- 
ization has shown the patient the value of pro- 
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longed care, and the danger to himself and his 
family of a return while still in the infectious 
stage. 


There would naturally be a connection between 
the stage of disease of the pulmonary tuberculosis 
patients admitted to sanatoria and the average 
length of their sanatorium stay. In 1942, our anal- 
ysis shows an average stay of 174 days for minimal 
cases, 236 days for moderately advanced cases and 
242 days for far advanced cases—but also the fact 
that the average stay has increased markedly in 
moderately and far advanced cases in the years 
under observation. 


As would be expected the average stay in sana- 
toria of discharged patients is relatively longest 
for those whose health condition on leaving is 
most nearly restored to normal. Those whose con- 
dition was arrested or apparently arrested stayed 
an average of 369 days on discharge; those qui- 
escent 258 days, those improved 211 days and those 
unimproved only 89 days. 


As in the case of discharges the length of stay 
of those dying in sanatoria has been considerably 
increased in recent years. An average of 63.9 per 
cent of those who died in sanatoria in 1932, did so 
in less than six months after admission, while only 
19.7 per cent stayed a year or more. This may be 
contrasted with the 1942 situation when 62 per 
cent died within six months, but 21.8 per cent re- 
mained a year or more. 


Tuberculosis Control in New Jersey 


A word may be said concerning the measures 
for tuberculosis control obtaining in New Jersey. 
As described in the 1940 annual report of the New 
Jersey Tuberculosis League these measures com- 
prise a many-sided attack through participation by 
numerous organizations, institutions, and industry: 


Clinic service is within reach of residents of the 
state’s remote regions as well as urban cen- 
ters. There are 87 permanent hospitals, 
board of health buildings, etc. Traveling 
clinic services are maintained by three coun- 
ties, which periodically set up temporary 
centers in village schools, churches, and fire 
halls. 


Nursing service is a cooperative function fur- 
nished by sanatorium extension services, tu- 
berculosis associations, boards of health, 
schools, Red Cross Chapters, industries, and 
visiting nurse services. 


Hospitalization is available in state and county 
sanatoria, municipal hospitals, and private 
and philanthropic nurse services. 


A health education program is conducted on a 
year round basis. Its objective is to reach 
every home in the state with pertinent in- 
formation utilizing press, pulpit, pamphlets, 
meetings, exhibits, the radio and motion pic- 
tures. 





Pharmacy Corps in the Army 


Movement is well under foot to establish a Phar- 
macy Corps in the United States Army. There are 
sound reasons for taking this action. The pharma- 
cist in the Army is responsible for the performance 
of important duties—he must be well qualified, 
well trained, and well educated—he is, in fact, re- 
sponsible for the procurement, storage, and distri- 
bution of medical supplies, although the officer 
directly in charge of this function is generally a 
commissioned officer in the Medical Corps of the 
Army. The establishment of a Pharmacy Corps 
would release a number of medical officers for 
other professional services with the Armed Forces. 


In a civilian hospital, the pharmacist is one of 
the most important members of the organization; 
he is no less important in the military establish- 
ment, and should be given recognition and rank 
in keeping with his responsibilities, his training, 
and other qualifications. 
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Jacob -H. Trayner Resigns 


Jacob H. Traynor, who served as superintendent 
of the Idaho Falls L.D.S. Hospital, Idaho Falls, 
Idaho, since its opening in 1923, has submitted his 
resignation and will be succeeded by George A. 
Collins who has been serving as assistant super- 
intendent for the past year. 

During the period in which Mr. Traynor served 
as superintendent of the Idaho Falls Hospital, he 
saw it grow from an institution of forty-two beds 
with thirty-three employees to one hundred thirty 
beds and thirty-six bassinets and one hundred 
nineteen employes. 

Mr. Trayner never missed a national conven- 
tion of the American Hospital Association during 
the years he served as superintendent of the Idaho 
Falls L.D.S. Hospital. 
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Hospitals in the Meat Restriction Order 


The following letter from Harold B. Rowe concerns the effects of the Meat Restriction Order 
on the fresh meat supply necessary for hospitals. 


Office of Price Administration 
Washington, D. C. 


Mr. James A. Hamilton 

President, American Hospital Association . 
New Haven, Connecticut 

Dear Mr. Hamilton: 

When you called at this office on January 15, 1243, you raised several questions in connection with 
the Meat Restriction Order and asked for a written confirmation of our conversation. I am therefore 
writing to you at this time and will take up each question separately. 

(1) You inquired why the Restriction Order permits government hospitals to buy quota-free 

and does not extend the same privilege to private hospitals. 

Section 1407.912 (a) (4) of the Meat Restriction Order carries no implication that private 
hospitals are less important than public institutions or that there is any basis for different treatment 
of the inmates. The basic distinction is not between public and private institutions, but between 
public institutions which do and those which do not purchase upon the basis of competitive bids. 
Under Restriction Order No. 1, no public institution purchasing upon the basis of competitive bids 
could possibly hope to receive bids in the absence of a quota exemption since slaughterers have no 
surplus and hence no reason for bidding. Private hospitals are not normally required to purchase 
by competitive bidding. They are at liberty to purchase in the open market and therefore do not 
require the special treatment given to public institutions which purchase upon the basis of com- 
petitive bids. 

(2) You state that certain slaughterers have refused to sell controlled meat to private hospitals 

on the grounds that the Restriction Order prohibits such sales, and that other slaughterers have 

informed such hospitals that they are permitted to sell them controlled meat only in the same 
percentages to which their civilian deliveries are restricted. In other words, the contention is 
that since a slaughterer may deliver only 70 per cent as much beef as he delivered in 1941, he 
may sell a hospital only 70 per cent as much beef as it purchased in 1941 from that slaughterer. 

Both of these contentions are unfounded. The Order does not prohibit deliveries to private hos- 
pitals nor does it restrict such deliveries to any fixed percentages of their 1941 purchases. Within 
their civilian quotas, slaughterers may distribute controlled meat as they see fit. 

The Order does not allocate civilian quotas among elements of the civilian population. This re- 
sponsibility remains with the meat industry. 

Any hospital which has difficulty in securing its minimum requirements should make known its 
needs to all slaughterers and suppliers in the area. It should tell the industry the number of meals 
it must prepare per week and prepare an estimate of the minimum requirements of meat for this 
purpose and ask the full cooperation of a number of suppliers in fulfilling these requirements. 

The industry has shown willingness to help those hospitals which have brought to the attention 
of slaughterers their ability to secure their requirements. As the Order does not speeify to whom 
slaughterers may or may not sell their civilian quotas or to what percentage or extent they may 
distribute their products among classes or groups, they have for the most part supplied the require- 
ments of hospitals as stated to them. May we suggest, however, that in some cases it may become 
necessary for hospitals to contact new sources of supplies when it is found that their former sup- 
pliers are unable to take care of their requirements. 

We fully appreciate the difficulties which hospitals, both public and private, must encounter if 
they cannot purchase meat quota-free. However, the Meat Restriction Order limits deliveries to 
civilian channels by all slaughterers in order to make available the minimum requirements for our 
armed forces and fighting Allies. Any enlargement of the “exempt purchaser” category to include 
non-Military personnel would make inroads into the supply reserved for the Military. 

Sincerely yours, 


HAROLD B. ROWE 
Director, Food Rationing Division 
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New Nursing Movie Hailed as “What We Need’ 


LAURA JACKSON 


NE HUNDRED 16-millimeter and ten 35-milli- 
€ meter copies of the new sound motion pic- 
ture, “R. N.—Serving All Mankind,” 
presented by the American College of Surgeons 
with the aid of a grant from the Becton Dickinson 
Foundation for the Extension of Scientific Knowl- 
edge, are available at an expense consisting only 
of carrying charges and a service fee of $1.75, to 
hospitals, schools, churches, clubs, theaters, Blue 
Cross plans, and any other type of institution or 
organization interested in helping the campaign 
for the enrollment of student nurses. To expedite 
shipment, requests for bookings should be sent to 
Burton Holmes Films, Inc., 7510 North Ashland 
Avenue, Chicago, with information as to first, sec- 
ond, and third choice for showing dates; the kind 
of sound projector which will be used; how many 
showings will be arranged to approximately how 
many persons; and the name and address of the 
organization together with the name of the person 
requesting the booking. 


Available on the same terms, through the same 
channels, is the previous film in the “Serving All 
Mankind” series, called “White Battalions.” A 45- 
minute program is provided by showing the two 
pictures together, and as there is also a vocational 
guidance value in “White Battalions,” it combines 
quite suitably in a program with “R. N.” Copies of 
the films may be purchased. Purchase inquiries 
should be directed to the American College of 
Surgeons. 


The first major campaign use of “R. N.” was in 
the recruitment drive among college students by 
the New York City Nursing Council for War Serv- 
ice during the first two weeks in January. The 
picture was acclaimed as “just what we need” by 
the nursing council heads. The New York State, 
the Illinois, the Nebraska, the Iowa, the Michigan 
and the Philadelphia Metropolitan Area Nursing 
Councils for War Service also showed the film in 
their January drives for mid-year nursing school 
enrollments. 


Two thousand people viewed “R. N.” at the 
premiere in the Murphy Memorial Auditorium of 
the American College of Surgeons on Friday eve- 
ning, January 8, when at two separate showings 
honored guests were introduced and the principals 
in the cast and others active in the production of 
the picture were presented by Dr. Malcolm T. 
MacEachern, under whose general supervision the 
film was produced. Representatives of the Medical 
Corps of the United States Army and the United 
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States Navy, the Army and the Navy Nurse Corps, 
the American Red Cross, the Illinois State Nurses 
Association, the Rotary Club of Chicago, and hos- 
pitals and nursing schools participating in the 
film (Cook County School of Nursing, Wesley 
Memorial Hospital, and Mercy School of Nursing 
of St. Xavier College), were the special guests. 
Charles H. Yocum, director of the Becton Dickin- 
son Foundation, spoke on the aims of the picture, 
expressing the hope that it would be extensively 
used to further the enrollment drive, thus helping 
to relieve the critical shortage of nurses. 


“R. N.” Endorsed by Rotary International 


One of the large service organizations that has 
endorsed the use of “R. N.” by its member groups 
is Rotary International. The Chicago Rotary Club, 
the St. Louis Rotary Club, and some others, are 
offering financial aid to selected nursing students 
who could not otherwise meet the expenses of 
training. “R. N.” was shown before the Chicago 
Rotary Club in a preview a few weeks ago, and 
was enthusiastically received, and on Saturday 
morning, January 23, the club arranged with Es- 
quire Theater on the near north side in Chicago 
for a special showing to high school girls invited 
through the vocational advisers in the city schools. 
The students who were interested in going into 
nursing were asked to fill out and leave cards giv- 
ing information about themselves. 


Hospitals Should Help Stimulate Wide Showing of 
Film in Their Local Communities 


Although “R. N.” is being publicized to service 
clubs, women’s clubs, patriotic societies, state pub- 
lic health and welfare departments, defense coun- 
cils, girls’ groups, schools, churches, and other or- 
ganizations, and great interest is being shown by 
the volume of bookings already received, there 
remains a large place which the hospital can fill in 
stimulating wide showing of the film, with suitable 
accompanying programs and follow-up, in its com- 
munity. One suggestion would be notes to the 
schools and other organizations to the effect that 
should they wish to show the film, a speaker from 
the nursing staff will be provided if desired to 
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Kay Campbell, nurse narrator in “R.N.,” says: “The nurse 

can render a priceless service to her country by the gift 

of herself, her trained, sincere, resourceful interest in 
human beings—in our fighting men.” 


explain further about the need for nurses and the 
attractions of the nursing profession. 


An excellent source of support in the campaign 
for more nursing students is the editorial writer or 
columnist on the local newspaper. For example, 
in the “White Collar Girl’ column, directed by 
Ruth Mackay, in the Chicago Tribune, there ap- 
peared on January 15 the following item: 


“Now that the American College of Sur- 
geons is interested in a moving picture to aid 
the recruiting of student nurses, let’s keep our 
fingers crossed and hope that someone will 
heed the White Collar Girl’s plea for the for- 
mation of the WINs (Women in Nursing) 
with free tuition and maintenance to student 
nurses. The mail that comes to this desk indi- 
cates that there need be no shortage of enroll- 
ments in nursing courses if the training is 
made available to the many capable young 
business women who can barely afford to give 
up their salaries, let alone pay tuition, but who 
are deeply interested in a nursing course.” 


Time was when the young women might justifi- 
ably have been advised to save in order that they 
might take up nursing. Now they are needed at 
once, and no doubt in every community will be 
found organizations which, like Rotary, will appre- 
ciate suggestions of helping the war effort by 
financing the training of a nurse. 


The entire wartime personnel problem of hos- 
pitals is so acute that the only hope of meeting it 
is to gain the understanding and help of the com- 
munity. Civic minded individuals and organiza- 
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tions can be interested if the proper approach to 
them is made, and many hospital administrators 
say that because of their human interest appeal, 
supported by authentic scenes actually filmed in 
hospitals and nursing schools under competent 
medical supervision, “White Battalions” and 
“R. N.—Serving All Mankind” are proving to be 
invaluable aids in their public relations programs. 





































Top—Moments of relaxation in the nurses’ lounge at 

Cook County School of Nursing. Merrily is playing the 

piano and Joan is seated beside her. Center—Serious Joan 

and vivacious Merrily—both types of girls make good 

nurses. Bottom—“R.N.” graduation scene taken in the 

Murphy Memorial Auditorium of the American College 
of Surgeons. 
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Blueprinting Your Hospital for War 





A. J. HOCKETT, M.D. 


Association War Conference, which necessar- 

ily was arranged before Pearl Harbor, re- 
ceived some editorial criticism because of the fact 
that in its scope it did not attempt to go beyond 
the termination of the present world conflict. It is 
my personal feeling that such criticism is probably 
unjust. The hospitals of Poland, Holland and 
France stand as specific examples of the fact that 
with defeat and enslavement any post-war pro- 
gram becomes devoid of meaning. I believe it ap- 
propriate, therefore, that the tenor of the Confer- 
ence be devoted to the winning of the war. The 
angered voice of America began as a faint whisper 
with the beginning of Nazism, it increased in vol- 
ume to that of a shout following the attack at 
Pearl Harbor. With the mobilization of all of our 
industrial and civilian resources, which we are 
now experiencing, we see our entire hospital 
economy being thrown into that voice of America, 
which only now is beginning to reach the cre- 
scendo of an angered roar and which is the only 
kind of language that Schickelgruber, Tojo and 
Il Duce can understand. 


The Responsibility of the Hospital’s War Effort 
Lies Upon the Administrator and Trustees 


T* PROGRAM for the 1942 American Hospital 


In some instances, however, due to confusion or 
misunderstanding of the part every hospital should 
play in its contribution to our war effort, hit and 
miss methods have been employed. In total war, 
such occurrences must be scrupulously avoided. I 
will attempt to outline a method of approach in 
your thinking, which has proven to be of some 
value from personal experience. We must remem- 
ber that our military authorities are engrossed 
with military problems and do not have the time 
nor the personnel to tell us individually what our 
contribution to this war effort should be. It must 
be further remembered that this responsibility lies 
exactly where it should lie, on the shoulders of 
each individual hospital administrator and upon 
the trustees of each individual institution. 





Presented at the American Hospital Association War Confer- 
ence, St. Louis, 1942. 
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It is suggested that every administrator take the 
time and effort to prepare, what might be termed 
a “blueprint” of every department in the hospital, 
in conference with his or her department heads, 
and to set down clearly and precisely what that 
department’s duties are in aiding the war effort of 
that hospital. This “blueprint” should be accor- 
dion-pleated and capable of expansion and critical 
analysis every day. Let us now survey a typical 
voluntary hospital and let us see what the effort 
of this hypothetical hospital can add towards 
assisting in the winning of the war. 


Civilian Defense 


Civilian defense, which will be directed by the 
administrators and the staff, is the cornerstone and 
most publicized contribution that we are able to 
make. By this time, in the hospital, which we are 
considering today, first aid squads have been 
formed and are now ready to go into action. A 
casualty clearing station is ready to assist in this 
work. Hospital personnel and the hospital staff 
have been instructed in problems of war injuries 
and special problems which arise from gas attacks. 
The decontamination center has not as yet been 
set up, as this should probably not be located in 
the hospital, but the hospital staff and the main- 
tenance department have received instructions 
upon the methods of setting up such a station. This 
hospital being 100 per cent occupied is not phys- 
ically able at the moment to accommodate, say, 
100 cases from its clearing station, however, its 
maintenance department has been instructed, and 
will be able, to clear the entire out-patient clinic, 
meeting rooms and the nurses’ class rooms in the 
hospital, for the provision of cots, or mattresses on 
the floor where cots are not available, within a few 
hours of the first attack upon its community. For 
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further protection of the civilian population the 
hospital has established a blood bank and carries 
on hand at least one unit of plasma for every pa- 
tient in the hospital. It is ready for blackouts, with 
or without advance notice, and understands all of 
the problems involved in the protection of its per- 
sonnel and patients from fire casualties. 


Department of Nursing 


The private duty section, in conference with the 
hospital administrators in the community, has set 
up a draft system under which they are in com- 
plete control. Under this system, every nurse has 
received a draft number. The hospital will notify 
the secretary of this organization of the number 
of floor duty nurses it will require for the coming 
month. At their monthly meeting a drawing will 
be held and each nurse whose number is drawn is 
required to work on general duty in her assigned 
hospital for a period of one month. This constitutes 
her contribution, under the draft system, for that 
year. 


The hospital administration, through the use of 
committees and conferences, will be making a con- 
stant and continued effort to conserve nursing 
time, to the end that every available minute of 
time on duty of a graduate or student nurse should 
be devoted to the bed-side care of the patient and 
not to the whims and whimsies of visitors, rela- 
tives, and to those who do not require medical 
attention. Nurses’ aides in increasing numbers 
have been employed. Volunteer aides, after a bit 
of training, are being seen on the floors more 
and more. Signs have been placed in nurses’ sta- 
tion asking the public not to waste the time of the 
nurse, telephone calls no longer go directly to the 
floors but are by-passed to the information desk. 
Visitors and visiting hours are restricted. Nursing 
techniques are being simplified. Temperatures for 
convalescent patients are now taken only twice 
a day. Nursing notes for convalescent patients are 
no longer deemed a necessity, except upon the 
written order of the attending physician. 


Out-Patient Department 


Just as we are making every effort to conserve 
nursing time so must every effort be made to con- 
serve manpower. It has been the policy in the past 
to set up highly specialized clinics, especially 
where a surplus of physicians was available. In 
some of our larger institutions this tendency had 
reached the point in pre-war days where each doc- 
tor had a clinic as a pet hobby. It is now desirable 
that all of these highly specialized clinics be placed 
in the clinic from which they originated. Such a 
combination of clinics has been found to save 
33-1/3 to 50 per cent of the available manpower. 


February 1943 





Pathology and X-ray Departments 


Problems in these departments, which have to 
do with the war effort are those primarily of man- 
power. In the past, small hospitals have found it 
expedient to pool their work together in order to 
employ a capable pathologist and radiologist. In 
these days, through the cooperative spirit which 
exists among volunteer hospitals, it has been pos- 
sible, even by large hospitals, for pathologists and 
radiologists to pool their efforts, looking towards 
the release of additional men to the armed 
services. 


Social Service Department 


Every social service department will want to 
be included in our “blueprinting.” The members of 
this department have volunteered to assist the 
local draft boards in the handling of medical social 
service problems, which are a constant source of 
difficulty for them. Every member of the social 
service department has completed a nurses’ aide 
course and is donating 150 hours per year above 
and beyond her regular working hours. This is 
the sort of effort which counts. 


Maintenance Department 


The maintenance department has made a com- 
plete survey of the hospital in regard to conserva- 
tion of power. Wattages have been drastically 
reduced in all areas which do not directly affect 
the health of the patients. The program for con- 
servation of heat and power, which has often been 
employed in peacetime, is now intensified. Even 
the slightest defects involving any of the many 
critical materials in our physical plant are im- 
mediately repaired so that major break-downs do 
not occur. 


Every member of this department is a trained 
fire warden and roof watcher. Every person in this 
department is known to the switch board of the 
hospital and can be reached night and day. 
Through careful instructions to the engineering 
staff, everyone is prepared in case of direct hits 
on any part of the hospital. 


Dietary Department 


The chief dietitian and her aides are making a 
plan on paper for substitution of foods, which will 
become more and more necessary as rations be- 
come more stringent. This is especially true of 
meat where the bottle neck is most severe. They 
are cooperating with the National Program on 
Nutrition and are assisting the entire community 
in the development of nutritive diets. Volunteer 
workers are being used in the kitchens and on the 
floors of the hospital under the direction of the 
chief dietitian. 








All between meals have been eliminated, except 
upon the written order of the physician and where 
they have a direct bearing on the medical care of 
the patient. The frills and luxuries of hotel food 
service is a thing of the past, not only in hospitals 
but in every phase of civilian life. 


Salvage Campaign 


Every individual in the hospital, or connected 
with the hospital, must be kept constantly aware 
of the importance of our National campaign for 
savings. Fats and oils from the kitchen are scrupu- 
lously saved and turned in for the manufacture of 
glycerine. The central supply room has been desig- 
nated as a collection center for used rubber goods, 
and every floor supervisor is personally respon- 
sible to see that her personnel take an active in- 
terest in this campaign. 


This is often called an “All Out War.” It is, 
therefore, sometimes confusing to those who think 
in terms of total war to see the walls and lobbies 
of our hospitals filled with literally tons of in- 
valuable brass and copper in the form of memorial 
plaques which will constitute nothing in the way 
of memorials if the war is lost. A recent survey by 
your speaker, who interviewed the relatives of 
many families who had donated these plaques, re- 
vealed an overwhelming readiness to scrap all ex- 
cept those of great artistic merit and replace them, 
at least until after the war, with a much smaller 
plaque made of some nonessential material. Sim- 
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ilarly, statuary of only ornamental value and with 
no particular historical value, should be turned 
into munitions, if our acute need for material is 
as great as we are told it is. 


Administration 


It should be the duty of every administrator 
to coordinate and keep behind all of these pro- 
grams. The administration is in close touch with 
the local, State and Corp Area division chiefs. It 
is more than likely that in the defense centers 
strict rationing of hospital beds will be reached 
within six months. This will eliminate or postpone 
all elective surgery except in those cases where the 
elective surgery is necessary for the rehabilitation 
of men turned down by the draft board. Cosmetic 
surgery will probably be a thing of the past. Our 
hospital beds will quite likely have to be restricted 
for emergencies. It will be the duty of the staff, 
in conference with the administrator, to set up 
rigid rules as to what constitutes an emergency. 


There must be more clear thinking than there 
has been in the past on the terms “All Out” and 
“Total War.” This will be brought home to us in 
ever increasing tempo during the coming months 
and years. We cannot expect a short war or a quick 
peace. We must concentrate every thought and 
effort towards the winning of this conflict because 
our thinking on any other basis, as pointed out in 
the beginning, is meaningless, fruitless, and 
foolish. 





Curtis R. Burnett 


Curtis R. Burnett, one of the best known men 
in the hospital field in the East, died on December 
22, in Trenton, New Jersey, on business for the 
Hospital Service Plan. 


Mr. Burnett was president of the Board of 
Trustees of the Presbyterian Hospital, Newark, 
New Jersey, since 1927, and during the sixteen 
years of his presidency saw the indebtedness of 
the Presbyterian Hospital greatly reduced; the in- 
stitution placed in a sound financial setting; and 
the construction of a new building for the hospital. 


Mr. Burnett was intensely interested in the New 
Jersey Hospital Association, and was largely re- 
sponsible for developing the Trustees’ Section of 
the American Hospital Association. Mr. Burnett 
was executive vice-president of the Hospital Ser- 
vice Plan of New Jersey. 





+ 
+ 


Reverend Albert 6. Lohman 


Rev. Albert G. Lohman, 81, died recently. Rev- 
erend Lohman was superintendent of the Dea- 
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coness Hospital, Cincinnati, Ohio, from 1915 to 
1931; was, at different intervals, president of the 
Cincinnati Council of Hospital Superintendents; 
and was a past-president of the Ohio Hospital 
Association. 
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Br. Rufus C. Franklin 


Dr. Rufus C. Franklin, medical director and 
owner of the Franklin Hospital, Swainsboro, 
Georgia, passed away on December 6. 





nly 


Sister M. Lucretia 


Sister M. Lucretia, formerly superintendent of 
St. Joseph’s Hospital, Memphis, Tennessee, died 
on November 20 at St. Elizabeth’s Hospital, La- 
fayette, Indiana, where she was superintendent. 





++ 


Br. John HF. Myers 


Dr. John F. Myers, owner and medical director 
of the J. F. Myers Hospital, Sodus, New York, 
died very suddenly from a coronary thrombosis 
on December 25. 
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Changing Hospital Personnel Practices 
Necessitated by National Emergency 


E. L. HARMON, M.D. 


sake of the larger cause, hospitals, health agen- 

cies and the medical profession are all cheer- 
fully and gladly making the best of an increasingly 
bad situation. Educated and accustomed as the 
public is to our own tradition of increasingly 
higher standards of performance in the care of sick 
in hospitals, we now are confronted on the one 
hand with the impossibility of living up in all in- 
stances to the standards for which we have fought, 
and on the other, a commendable determination 
to give ground only as we must. 


: COMMON with all fields of endeavor, for the 


Meeting the Administrator’s Problems 


Deprived of many of the valued members of 
medical and lay staffs, confronted on all sides by 
demands for the trained personnel produced in 
hospitals, and harassed by wartime industrial de- 
mands for unskilled help at wages far in excess of 
what either the public or private voluntary hos- 
pital can possibly pay, the administrator finds him- 
self wondering just what step he will take to meet 
the next seemingly impossible problem which 
lands on his desk. Yet, despite such pessimistic 
moments as we are all subject to, we go on with 
the genuine conviction that with the use of pa- 
tience, imagination, hard work and courage, ways 
will somehow be found to carry on and do the 
impossible. I venture to predict that the results 
will not be too far out of line with acceptable 
standards of performance and not too hazardous 
to the welfare of our patients. 


Changing Standards 


If we attempt to go blithely on, stating that there 
will be no lowering of standards, we are either 
kidding ourselves or decidedly unrealistic. De- 
Spite all short-cuts possible and doubling up, with 
heavier burdens carried by all, if the armed forces 
require a certain number of doctors and nurses, 
with more than three years required to replace 
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them with additional graduates, there are just that 
many fewer in civilian life, and the ratios of such 
professional personnel to patient loads in the hos- 
pitals are correspondingly reduced, standards or no 
standards. Our aim must accordingly be not a 
blind determination to avoid sacrificing standards 
we know we cannot maintain, but rather, with 
judgment and care, to decide which ones must be 
modified, with least danger to the welfare of the 
patient, and which preserved at all costs. 


In meeting our personnel problems which 
change almost from day to day, there are many 
conditions over which we are powerless. Despite 
the fact that we as hospital people in our enthusi- 
asm quite properly believe that the nation’s health 
is its greatest asset and first line of defense, the 
fact remains that the average unskilled employee 
may find pushing a bed through a hospital cor- 
ridor, operating a dish-washing machine or serving 
a tray, decidedly unglamorous when compared 
with the operation of a machine which makes 
parts for planes, tanks or shells. We can scarcely 
blame him if the satisfactions of a defense job, 
with its higher wages, cause him to leave the sor- 
did tasks connected with the care of the sick. No 
administrator has either the funds or the other 
inducements which would hold the majority of 
the better unskilled help. Except for older em- 
ployees, some with home ties in the community 
which make it difficult or impossible for them to 
leave, and in some instances those who remember 
with satisfaction the security of their hospital jobs 
during the depression, the better and more aggres- 
sive of unskilled helpers, porters, maids, attend- 
ants and orderlies have moved on to greener pas- 
tures. Meanwhile, each of us has been trying to 
stem the tide of resignations and to attract the best 
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possible replacements, usually with pretty dis- 
couraging material from which to select. 


Formulation and Statement of Personnel Policies 


The institution which in the past has stressed the 
development of proper personnel relationships, 
improvement of working conditions and the devel- 
opment of sound personnel practices, is now reap- 

. ing dividends through a more stable personnel 
group. Recently, the Council on Administrative 
Practice of the American Hospital Association, 
through its subcommittee on personnel, has issued 
a document entitled “Hospital Personnel Policies,” 
Bulletin 219 of the American Hospital Association. 
This Bulletin can well serve as a pattern for use 
of the individual hospital in adapting and extend- 
ing its personnel policies to safeguard the interests 
of both institution and employee and to state con- 
cretely conditions of employment as they pertain 
to the individual. Even though any current policy 


may be modified by changed conditions tomorrow, . 


hospitals are finding a compilation and statement 
of personnel policy and rules of increasing value. 


Salary Increases for Merit and Tenure 


I do not favor blanket salary increases to all 
personnel as a means of stabilizing employment. 
There are so many other considerations involved 
in addition to wages that it would be utterly im- 
possible through salary increases alone to do the 
whole job of retaining competent personnel. 
Rather, a salary increment plan based on merit 
and tenure is to be preferred and to whatever ex- 
tent possible, is recommended. A study of salary 
levels in various classifications may demonstrate 
that the salary offered by the institution for cer- 
tain positions is low in comparison with reimburse- 
ment for similar work elsewhere. Such situations 
should be corrected. At my own institution during 
the past year a number of such changes have been 
made, including an increase in the beginning level 
of wage for some of the unskilled positions. There 
has also been effected a more definite policy of 
promotion and salary increase on an individual 
and merit basis among certain groups where the 
shortages are the greatest, with some improve- 
ment in morale and tenure. ; 


Cash in Lieu of Maintenance 


The writer has been convinced for some years 
that it is in the long run advantageous to the insti- 
tution in combatting turnover if salary and per- 
quisites may be on a full cash basis. There are a 
few hospitals where, except for the interns, and 
student nurses, all employees receive a cash salary 
and those residing at the hospital then reimburse 
the institution for the value of their room, board 
and laundry. While it may not be possible to go 
this far in many institutions, we have for some 
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time been stressing the extension of a cash allow- 
ance for outside maintenance to those needing or 
desiring it. This step, while definitely adding to 
our salary costs, has materially assisted us in en- 
couraging certain employees to remain with us 
and attracting others who would otherwise not 
have been interested. 


Part-Time Employees 


It is recommended that hospitals give careful 
attention to the possibility of making replacements 
to a limited extent on a part-time basis. At my own 
institution we have several instances where to 
meet the nursing shortage we have been able to 
employ part-time nurses who are married, reside 
in the community, and have such home responsi- 
bilities that they are unable to work on a full-time 
basis. Similarly, on our medical staff, because of 
the unavailability of resident physicians, we have 
several full-time positions covered through the 
part-time employment of younger practicing men 
who are ineligible for military service. The catch 
here is, of course, there are not nearly enough 
available qualified people to serve on such part- 
time, stop-gap arrangements. 


I am confident that those institutions operating 
schools of nursing will have had much the same 
experience as we have in the offering of refresher 
courses of instruction to older graduates. In addi- 
tion to some definite assistance of value to us 
during their supervised ward work, the effort has 
produced a number of part or full-time employees 
on our graduate staff. I am convinced that these 
nurses are returning to service in part out of 
recognition of the total need, and their respon- 
sibility to assist in whatever way they can. 


Vacation Employment of Students, Teachers, 
School Nurses 


During the summer we were able in a number 
of instances to secure the services of individuals 
otherwise occupied or employed during the school 
year. We had a number of high school and college 
students on our payroll in various capacities, some 
instances of school nurses who ordinarily had 
taken the summer off, and one instance of a well 
trained and qualified graduate physician who has 
left medicine as his primary field of endeavor for 
education and serves as the headmaster of a well- 
known private school. Through our making known 
to the community our needs and willingness to 
accept people even on a short-time substitute basis, 
this physician during the summer volunteered his 
services two days a week in a spot where he was 
badly needed. Further, gasoline rationing boards 
permitting, it appears that he may continue to 
serve us in a special capacity one evening a week 
and some Saturday mornings. Such steps as these 
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are by no means the complete answer to the prob- 
lem, but they have been of definite help. 


Working Hours 


While these times are not the best for consider- 
ing improved working hours, there is still pre- 
sented the opportunity, with shifting loads, to 
improve the hour schedule for at least some em- 
ployees. While there seems to be no way to elim- 
inate completely the split hours of certain groups, 
many places have made great progress with re- 
sultant improvement of morale. 


Bonus Systems 


Various methods of extending cash bonuses to 
satisfactory employees who remain with the in- 
stitution over a prescribed length of time seem 
to be increasingly in vogue. Amounts offered seem 
to vary from arbitrarily prescribed sums for dif- 
ferent types of positions to a specified percentage 
of the employee’s salary for the period, this rate 
varying of course and being higher for the lower 
salaried brackets. While the practice may be a 
necessary expedient, it does not appeal to the 
writer, although he has had no experience in its 
use. It would seem, in principle at least, that the 
satisfactory employee genuinely interested in his 
work and remaining on with the institution, earns 
his full salary including increases without what 
must seem to him to be a withholding feature. One 
doubts that bonuses or salary increases: either can 
be so general within hospitals as to compete fa- 
vorably with industry in a labor scarcity market. 
Therefore, the question arises as to whether the 
able and satisfactory employee should be penalized 
by the withholding of a bonus or encouraged by an 
actual increase. 


Employment of Physically Handicapped and 
Discharged Inmates of Correctional Institutions 


There are many instances of arrested and re- 
covered cases of pulmonary tuberculosis who, 
when appropriately placed and supervised, can 
carry on in a highly satisfactory manner. Such in- 
dividuals working within a hospital will have the 
advantage of some understanding of the patient’s 
point of view. Also the ex-tuberculosis patient will 
be under closer medical supervision. 


Recognizing that places within a busy hospital 
are limited for those with other types of physical 
defects and handicaps, there are nonetheless sur- 
prising instances of outstanding and loyal -per- 
formance from such employees when intelligently 
placed and sympathetically handled. To whatever 
extent hospitals can assist in the rehabilitation of 
those recovered or recovering from a seriously 
handicapping illness, a great service to society will 
have been performed and a faithful, loyal em- 
ployee often found. 
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Similarly, although a large majority of hospitals 
do not knowingly employ persons with known 
penal records, an administrator always wonders 
just how many such individuals he may have on 
his payroll who have deliberately misrepresented, 
knowing the prejudices they will encounter every- 
where when seeking employment. With an under- 
standing of the needs of the hospital, its peculiari- 
ties and dependency upon satisfactory service, 
probation officers and others, charged with assist- 
ing discharged inmates of corrective institutions 
to get back into useful society, can be of material 
assistance in helping to place some of the more 
promising individuals. The employment of such 
persons must be through a highly selective process. 
With enlightened interest in and guidance of the 
individual, it is conceivable that his gratitude for 
another chance will result in really outstanding 
service. 


Usage of Volunteer and Subsidiary Workers 


By now I think there is little question but that 
those originally most skeptical are enthusiastic 
and grateful for the Red Cross nurse aide in the 
hospital. Granted that she cannot, should not, and 
does not supplant the paid nurse, there are many 
services on a hospital ward or in a clinic which 
she can do to the entire satisfaction of all con- 
cerned and certainly much better than the non- 
existent nurse or lay employee. Similarly, the 
usage of other types of properly selected and in- 
structed supervised volunteer assistance, both on 
the wards and in countless uther ways throughout 
the entire institution, is a source of great help- 
fulness. Because of the shortages of professional 
workers in the hospital, it is increasingly necessary 
to ration for the most essential duties the time of 
those remaining. Thus, despite whatever prej- 
udices may have existed in the past against volun- 
teer assistance and the assignment of many types 
of nonprofessional patient care tasks to paid sub- 
sidiary workers, ordinary common sense indicates 
that such individuals working under the direction 
of the nurse, can and do assist immeasurably in 
spreading further the usefulness of the nurse. 
Nursing and other professional groups need have 
no concern over volunteers displacing paid work- 
ers and depriving them of their jobs after the 
emergency is over. They may, however, be as- 
sured of a better understanding of their profession 
and institution within the community as a result 
of volunteer contacts. 


Arousing Employees’ Interests 


Frequent meetings with department heads in 
which there is a real sharing of problems and in- 
terchange of points of view and suggestions are 
strongly urged as a means of promoting more uni- 
form attitudes towards and among employees. In 
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turn, the department head who goes out of his 
way to keep employees under him informed on 
some of the broader aspects of the hospital’s oper- 
ation and problems will more often than not pro- 
duce more interested, understanding, and sympa- 
thetic attitudes among the personnel. As a further 
means of keeping employees informed and aware 
of what goes on in the hospital, various types of 
house organ for circulation among the employees 
can be worth while. We have at our institution 
during the past year issued a one-page, mimeo- 
graphed, semi-humorous, caricature type of news 
letter to focus attention of employees on problems, 
economies, salvage programs, war bond purchas- 
ing and a variety of other topics. Aside from a lit- 
tle mental effort on the part of a relatively few 
people, this venture has been very inexpensive 
and has commanded considerable interest. A feel- 
ing will be promoted among employees that they 
are definitely a part of the hospital, rendering 
important service and not merely individuals 
going through prescribed motions, unrelated as far 
as they can see to the whole complex effort of 





restoring the sick. In other words, improve the 
morale and stimulate the interest of the employee 
and the job in the factory may not be so enticing. 


Conclusion 


We have mentioned briefly some of the changed 
personnel practices necessary or possible during 
these emergency times. Some of them are forced 
upon us and represent necessary adaptations 
rather than ideal or even desirable practices. 
Others mentioned are in my opinion and experi- 
ence valuable and should be employed to whatever 
extent possible during normal times. The presenta- 
tion is not intended as the complete answer we are 
all seeking to the question of “Where shall I get 
qualified employee replacements and how keep 
them?” It is made rather in the conviction that 
most of the suggested steps are of at least some 
value in meeting the hospital personnel problem. 
Also it may perhaps be reassuring to the other 
fellow to discover that others are encountering his 
identical problems with no better solution than he 
has been able to devise. 





Fellowships in Hospital Administration 


James L. Dack, who finished the postgraduate 
course in hospital administration at the School of 
Business, University of Chicago, a year ago and 
served his internship in hospital administration at 
Butterworth Hospital in Grand Rapids this past 
year, became a fellow in hospital administration 
with the W. K. Kellogg Foundation, Battle Creek, 
Michigan, for one year beginning August 15 under 
the guidance of Graham L. Davis, the Founda- 
tion’s consultant on hospitals. Mr. Dack has a 
bachelor of arts degree from the University of 
Iowa. 

* * 1 

David R. Kenerson completed a year as admin- 
istrative intern at the University of Iowa Hospitals 
on October 24 and accepted a fellowship for one 
year with the Foundation at that time. Mr. Kener- 
son graduated from Dartmouth College and re- 
ceived his master’s degree from the Amos Tuck 
School of Business Administration at Dartmouth. 
For three years he was business manager of the 
New Hampshire State Hospital in Concord. 





oo 
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Central Council for Nursing Education 


The annual luncheon meeting of the Central 
Council for Nursing Education will be held at the 
Palmer House on Monday, February 15, 12:15 p.m. 
Alma C. Haupt, R.N., executive secretary of the 
Subcommittee on Nursing, Washington, D. C., will 
be the guest speaker. The meeting will be held in 
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conjunction with the Congress on Medical Educa- 
tion and Licensure. 





Compulsory Health Insurance in 
Rhode Island 


The first state to make compulsory health in- 
surance effective was the State of Rhode Island. 
This insurance is administered by the Unemploy- 
ment Compensation Board and provides benefits 
for those persens who cannot work because of 
illness and who are eligible for regular unemploy- 
ment compensation. Two-thirds of the employee’s 
contribution of 1.5 per cent to unemployment 
compensation is allotted to the sickness fund and 
the benefits range from $7.50 to $18.00 a week. The 
rate is determined by the highest wage the worker 
received during any quarter of the year. 





HOSPITALS Regrets the Error 


In the January issue of HOSPITALS, page 58, 
Robert P. Fischelis, Chief of the Medical and 
Health Supplies Section, Consumer Programs 
Branch, Office of Civilian Supply, War Production 
Board, Washington, D. C., and author of the ar- 
ticle, “Effect of War Production Board Orders on 
Hospital Pharmacy,” was listed with the title of 
doctor of medicine. Mr. Fischelis advises that he 
does not hold the medical degree but holds the 
degrees of doctor of pharmacy and doctor of sci- 
ence. 
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Price Trend of Hospital Commodities 


McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASSACHUSETTS 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


MONTHLY INDICES FOR HOSPITALS 


Jan. Jan. 

1936 1937 

ET, COMMOBDL TES” 5a niccccccncscescencassdescacesscce 74.3 82.8 
UME Nac cots Nig ae sea sacs Shusscneabacaancerehes 71.9 80.2 
CE cS a ee el te I 68.6 81.2 
Livestock? ............ hi appa heinialae rcs 85.4 89.0 
ROLORY TMDIOVINICTIG™ oan. once ces cccceccaccettcsennces sence 4 eaeeee 
SUL GT x aU \ 20 01 | 2 a cc pe ee 
Wholesale Grocery Index?............0...0....2.0--.0020+ 84.9 91.8 
WRG rE RENN os cscs cccaceusccecnscosesececctcnsacnsoence 98.8 99.8 


‘McGill Index 


*Bureau of Labor *Estimated 


the gigantic task of shifting practically 

overnight from a semi-peace to a com- 
plete war economy. What transpired in 1942 is 
now a matter of history. Just how the chain of 
events will be forged in 1943 is decidedly prob- 
lematical. However, we have come a long way in 
the war program, and specific knowledge on many 
vital points is at our disposal. For example, from 
a review of economic and military developments 
in 1942, we know the following important facts: 
The pre-arranged production goals for ships, tanks, 
guns, munitions, etc., were reached—our armed 
forces increased from two to seven million men— 
the Government now controls practically every 
phase of our economy — New Deal principles hit 
the toboggan slide, marking the end of unorthodox 
experimentation—the government cannot run busi- 
hess as efficiently as private interests—the man- 
power shortage is critical and absenteeism must be 
curbed—rationing on a broad scale is inevitable— 
shortages of basic raw materials will continue 
acute — civilian sacrifice is in its infancy — and 
finally, controls, regulations, restrictions, etc. are 
bound to tighten. So much for water over the dam. 


O™ A YEAR AGO this country was faced with 


One thing is certain, namely, that 1943 will 
prove a repetition of 1942 only with greater in- 
tensity. The perplexing problems that exist today 
involve the following questions: When will the 
war end? Just how much will the war cost the 
United States, and how high will our national debt 


February 1943 


%National American Wholesale Grocers’ Asso’n. 


Jan, Jan. Jan. Jan. Jan. Dec. Jan. 


1938 1939 1940 1941 1942 1942 1943 
72.3 | 68.5 72.6 75.9 92.5 99.6 101.0 


75.7 71.6 79.8 80.6 92.4 94.5 94.9 
62.0 55.9 67.2 62.2 87.9 93.4 95.9 
70.3 72.7 59.3 79.6 101.6 122.9 125.4 


91.0 94.5 105.0 115.5 132.5 153.9* 154.4* 
75.4 84.7 99.8 120.7 173.5 234.2* 237.0* 
80.8 72.5 80.0 78.6 107.6 113.9 114.0* 
103.0 100.2 99.6 100.8 112.0 120.0*  120.6* 


go? What will taxation ultimately be, and what 
methods will be employed in the endeavor to 
straighten out the post-war mess of world affairs? 
The records show that the war is now more than 
three years old. All wars ultimately end. It is no 
military secret that the United States is now turn- 
ing out more military equipment than all the Axis 
powers put together, and, obviously, new records 
will be chronicled in 1943. Over-optimism and 
ultra-confidence must be avoided. However, the 
combination of expanding war production, recent 
Russian successes, and the opening of the Second 
Front in Africa tend to indicate that the issue in 
Europe will be largely settled by late 1943. The 
war in the Pacific is a horse of another color, and 
little hope is held out for a victory in the Far East 
before the latter part of 1944. 


While the war is by no means over, more and 
more emphasis is being placed on post-war con- 
ditions. Frankly, we are somewhat apprehensive 
over some of the plans which will be inaugurated. 
The truth of the matter is that the social, eco- 
nomic, financial, and territorial problems are with- 
out precedent, and it will require years to work 
out logical and practical plans. Also bear in mind 
that it is impossible to settle post-war problems 
to the satisfaction of all countries involved. By the 
adoption of common sense, the next war can be 
prevented for at least another fifty years. How- 
ever, fundamentally, it is not possible to change 
the laws of nature, human nature, or economics, 
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and hence, the ultimate peace plan will still leave 
much to be desired. We do know that the United 
States, because of its financial and physical as- 
pects, must assume the leadership in the rehabili- 
tation of war-torn Europe. Make no mistake, the 
cost of this war goes much deeper than merely 
producing war material for our own forces and 
for the Allied Nations, for it is quite apparent that 
we must feed a sizable portion of the population 
of Europe for the duration, and particularly dur- 
ing the early post-war period. Lend-lease ship- 
ments will not diminish, but rather, expand, and 
just as was the case in World War I, the debts ac- 
cumulated by lend-lease shipments will never be 
liquidated. Foreign debts cannot be merely can- 
celled. Briefly, as the United States has the re- 
sources — materials, money, machinery, and pro- 
ducing capacity—there is no alternative other than 
to support the Allied Nations to our utmost, even 
though in the final analysis we will be left hold- 
ing the bag. 
Commodity Prices 

This month the McGill Index of All Commodi- 
ties has forged ahead to a new high for any period 
since the base year 1926. The index now stands 
59 per cent over the level prevailing just prior to 
the outbreak of warfare in September 1939. From 
the very outset a strenuous effort has been made 
to hold prices within bounds. The final step was 
the price control system inaugurated in early 1942. 
The formula designed to stabilize prices appeared 
sound on paper but as time progressed economic 
forces could not be denied. Producing costs have 
steadily moved upward under the leadership of 
higher wage rates. Then, too, there are longer 
working hours and higher total employment. The 
records show that the cost of living has failed to 
hold steady even during the early months of the 
Emergency Price Control Plan. The increase in 
1942 over 1941 measured 11 per cent, and an in- 
crease in 1943 over last year of between 7 and 10 
per cent is indicated. Obviously, the stage is now 
set for a revision of the price control system, and 
new methods will be inaugurated. Since the turn 
of the new year many price ceilings have been 
punctured, and food prices in particular are des- 
tined to move slowly yet steadily upward, and 
while we do not anticipate radical gyrations such 
as occurred from 1915 through 1920, yet the march 
of prices toward higher ground is not destined to 
end for a long time to come. 


Drugs and Chemicals 


Throughout the year 1942 a serious shortage of 
such important items as alcohol, mercury, opium, 
and narcotics was avoided. The Government is en- 
gaged in a program of production expansion and 
in the case of alcohol more than 500 million gal- 
lons will be needed this year to cope with essen- 
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tial requirements. Quicksilver production will hold 
on a plane comparable with 1942 which will en- 
able essential industries to obtain adequate sup- 
plies and at the same time permit the Government 
reserve stockpile to increase. Due to good plan- 
ning, stocks of opium and narcotics have increased 
and millions of dollars will be spent in 1943 in 
maintaining a heavy flow from such sources as 
Iran and India. 


Paper Products 


New limitation orders do not mark the end of 
restrictions, although any further reduction in 
output will be limited to types of paper which are 
of least value in the war program. The difficulties 
lie in the indicated contraction in the production 
of pulp, diminishing manpower, and restricted 
transportation facilities. In the final analysis, pa- 
per is a vital factor in the war program and war 
requirements will reach new peaks this year. It 
is our position that there is an extremely narrow 
margin of curtailment left as regards wrapping, 
packing, and other paper and paperboard. Funda- 
mentally, the paper industry is in a strong posi- 
tion as over-all demand exceeds production. Un- 
filled orders are increasing, and equally important, 
producing costs are on the march toward higher 
ground. While purchases must be adjusted to con- 
form with conservation measures, yet maximum 
reserves allowable should be maintained. 


Cotton Goods 


In connection with the prospective attempts of 
the farm bloc in Congress to require that farm labor 
costs be included in parity calculations, it must be 
borne in mind that the ceiling prices on finished 
cotton textiles prevent mills from purchasing raw 
cotton above certain levels. As a matter of fact, 
the price rise in cotton during the past two months 
has probably brought quotations to a level where 
some of the less efficient mills are already being 
squeezed on profit margins. It is obvious that if 
the parity price for raw cotton is increased and 
quotations move higher, ceiling prices will have to 
be raised or needed war goods will not be pro- 
duced. As matters now stand a decreasing per- 
centage of all cotton textile production is ear- 
marked for civilian use. 


Fuels 


Output of bituminous coal during 1942 was 576, 
850,000 tons, the largest since 1918, and in 1943 will 
reach nearly 600,000,000. Stocks of bituminous and 
anthracite coal in industry in the United States 
and Canada as of December 1, amounted to 93,- 
000,000 tons which was a small increase over the 
previous month and was 2934 million tons higher 
than a year earlier. Bituminous production has 
not yet been placed on a six-day-a-week basis be- 
cause of a temporary breakdown in union nego- 
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tiations. However, the program will soon become 
effective and prices will be increased to offset the 
higher production cost. There will be a need for 
greater bituminous production in 1943 and because 
of the critical situation which has developed in 
other fuels, it is logical to continue maintaining 
reserves at the highest possible levels. 


A prolonged strike in the anthracite fields will 
not be tolerated. The six-day week will soon be- 
come effective and we estimate that production 
for 1943 will show an expansion of around 15 per 
cent over 1942. The OPA has granted a price in- 
crease under which we understand that major 
sizes are increased 55 cents to $7.30 per net ton, 
the highest figure on record. Pea coal is boosted 
50 cents, No. 1 and No. 2 Buck are up 45 cents, and 
No. 3 is up 35 cents. These advances are carried 
through from mine prices to retail prices. Because 
of the indications that household conversion will 
be greater in the immediate future and that a 
strong statistical position for anthracite will con- 
tinue during the near term, consumer stockpiling 
should be continued on a maximum basis. 


The fuel oil situation in the East Coast has be- 
come increasingly critical in the past month and 
the PIWC indicates that consumption is still in 
excess of the volume moved to this area. Plan on 
a further cut in the ration coupon value. Overland 
shipments of petroleum products recently have 
averaged around 744,000 barrels daily. New pipe 
lines feeding this area will soon go into operation, 
but it will be several months before any important 
volume increase will be noted. On a national basis 
residual fuel oil stocks in late December totaled 
72,962,000 barrels as against 94,216,000 barrels a 
year earlier. Stocks of gas oil and distillates on 
the same date were 43,799,000 barrels as compared 
with a year-earlier figure of 50,806,000. The recent 
attempts to curtail gasoline consumption will 
allow a greater space for fuel transportation. How- 
ever, there is a limit to which gasoline use can be 
curtailed and increased military use will gradually 
bring a tighter fuel oil situation, not only in the 
East Coast, but throughout the country. 


The effect of national gasoline rationing has to 
date not made any startling change in the under- 
lying statistical position. Stocks of gasoline have 
failed to show the usual seasonal increase which 
ordinarily begins in September and at present re- 
main more than 10,000,000 barrels below year- 


earlier figures. Offsetting the reduction in civilian 
use has been the increased essential demand which 
is especially pronounced in some sections of the 
country. The OPA has announced recently that no 
further cut is contemplated in the gasoline coupon 
ration value during the near term, but it must be 
borne in mind that conditions can change rapidly 
under the present situation. 


Groceries 


The underlying trend of food prices continues to 
move upward. It is a foregone conclusion that the 
present price control plan is on the way out and 
new methods will be inaugurated. Instead of ceil- 
ing prices based on March 1942 highs it is likely 
that dollar-and-cent values will be established on 
a long list of major foodstuffs. However, keep in 
mind that from a longer-range standpoint higher 
prices are inevitable, reflecting increased costs. 


Dairy Products 


Wth 30 per cent of butter production comman- 
deered by the Government for military and lend- 
lease purposes, there can be no escape from direct 
civilian rationing. Due to the unprecedented de- 
mand for milk for war purposes, butter produc- 
tion this year will experience difficulty in equal- 
ling the 1942 volume. Current cold storage hold- 
ings stand 58 per cent under the previous five-year 
average. 


Demand for milk will exceed production in 
1943, and obviously, restrictions on civilian con- 
sumption are necessary in order to assure ad- 
equate stocks of cheese for military and lend-lease 
purposes. We predict that cheese production this 
year will fail to equal the 1942 volume, and hence, 
the time is not far distant when direct con- 
sumer rationing will be in force. Cold storage 
holdings are now sharply on the toboggan slide. 


The Government goal is to increase production 
of eggs by 8 per cent over 1942. The egg-feed ratio 
is not broad enough to encourage any outstanding 
stimulation in production, and hence, price revi- 
sions upward should not come as any surprise. In 
the final analysis, huge quantities of eggs will be 
needed in dried form for shipment to our armed 
forces and for lend-lease purposes. No important 
seasonal price decline is in prospect although the 
statistical position will ease over the course of the 
next three months. 
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Medical Social Service in Wartime 


with the Army and Navy 


LENA R. WATERS 


5, 1905, the American Red Cross is charged by 

Congress to carry out certain responsibilities, 
the first of which is to furnish volunteer aid to the 
sick and wounded of armies in time of war. Many 
activities are necessary parts of an organization 
to fulfill this responsibility, both in peace and in 
war. All of them are of great importance and 
interdependent. In time of war certain of the ac- 
tivities very obviously take first place in the pro- 
gram of services and require quick planning for 
great expansion. Services to the armed forces is 
one of these. Services to the armed forces has two 
great branches of service, Camp and Hospital Ser- 
vice through which is provided direct service to 
the men and women in hospitals and in camps in 
continental United States, the Insular Possessions 
and abroad; and second, Home Service which ren- 
ders assistance to the families of the men and 
women of the armed forces through its far flung 
organization through which it is within reach of 
every family of every man in service. 


Teas 1ts Act of Incorporation as of January 


Camp and Hospital Service and Home Service 


These two services are closely related in their 
functioning. Their programs are developed in co- 
operation with the Army and Navy authorities. 


As the numbers in the Army and the Navy in- 
crease, so of necessity is there a corresponding 
increase in all of the service departments of the 
Army and the Navy. There is a very rapid expan- 
sion in the program for the care of the sick and 
injured. Military hospitals are required wherever 
the Army and Navy may be. 


Fixed and Mobile Hospitals 


There are two main types of hospitals—the fixed 
and the mobile. The mobile hospitals are intended 
primarily for use with field forces in the theater 
of military operations. Fixed hospitals are em- 
ployed in the zone of the interior and in Communi- 
cation Zones. 





Presented at the American Hospital Association War Confer- 
ence, St. Louis, 1942. 
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At each military station there are hospitals to 
give care for the ordinary incidental sick and in- 
jured. In addition to these station hospitals, there 
are general hospitals, with more elaborate equip- 
ment and specialized personnel, located at suita- 
ble places in the country. The station hospitals 
may range in size from 25 to 3000 beds and are 
usually planned on a ratio of four for each 100 of 
military population. General hospitals may range 
in capacity from 500 to 2000 beds. Their ratio is 
one bed for each 100 of the military population. 


Figures reported in April 1942 stated that there ~ 


were 16 general hospitals in the continental U. S. 
and seven more contemplated for the Army in 
1942. There were 200 station hospitals at that 
time, with an unlimited number to be constructed. 
The total bed capacity as of April was 118,000. 


Considering the plans of the Army alone to a 
strength of 3,600,000 men in 1942, twenty times 
greater than three years previously, and a corre- 
sponding increase in Navy strength, we have some 
idea of the numbers of individuals and families 
to whom the American Red Cross is pledged to 
give service. 

This is the broad field into which the Red Cross 
has been asked to send medical and psychiatric 
social workers, recreation workers, trained volun- 
teers, and office workers to collaborate with the 
physicians, nurses and other members of the hos- 
pital team in the care of patients. 


Stated briefly, the function of the military med- 
ical departments is to preserve and strengthen the 
military forces through a proper selection of per- 
sonnel, care of the sick and injured, the mainte- 
nance of health and the elimination of the unfit 
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from the service through discharge to civil life or 
through provision for continued medical care in 
more suitable institutions. 


Social Service in Military Hospitals— 
Four Main Divisions 


The objective of the Red Cross is, through the 
special skills of its appointed personnel, to supple- 
ment the services of the others concerned when 
requested, in the study of cases and the plans for 
treatment and to assist the patients who are dis- 
charged to return to civil life. The activities of the 
department of social service in a military hospital 
fall into four main divisions, as follows: 


1 Medical and psychiatric social case work in 
association with the medical officers in the 
study and treatment of patients; 


2 Case work as needed for duty personnel who 
may have social problems which they are 
unable to meet without counsel and help; 


3 —Medically approved recreational program 
for bed patients and ambulatory patients, 
individually and in groups; and 


4 —Supervised program for volunteer aides. 


The effects of fear, worry, uncertainty upon the 
sick person have been so ably discussed by Cabot, 
Cannon, Dunbar, Robinson, Thornton and many 
others that it is not necessary to discuss it here. 
The importance of treating the patient as a whole 
is well recognized. This is as true in military hos- 
pitals as in civilian hospitals. 


Soldiers and sailors are just people, after all, 
with the same fears, troubles, hopes and ambitions 
as men and women have before they become mili- 
tarized—and will have after the need for their 
military services is over. They are not immune 
from accidents and disease. 


The situations in military hospitals differ some- 
what from civilian hospitals in that there is a 
certain discipline required in military organiza- 
tions and the patients are far from their family 
and friends. A high percentage of the patients have 
minor illnesses, but must remain in the hospital 
until they are fit for full return to duty. In the 
theater of military operations, there is the shock 
and strain and injuries of battle. 


These factors influence the program of activities 
in the social service departments in the military 
hospitals. 

Selecting the Workers 


The workers selected must be qualified to work 
ina military setting and be equipped through edu- 
cation, experience, and personality to collaborate 
with professional groups of highly skilled workers. 
The executive of the department (social service 
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unit) should have in addition to her other qualifi- 
cations, administrative ability. 


Red Cross personnel are assigned to hospitals 
and training stations only on official request of 
the Commanding Officer. They are accredited to 
the Commanding Officer through official orders 
and are members of his official family and re- 
sponsible to him for the effective performance of 
their duties, as are all other hospital personnel. A 
24-hour service is provided. They have officer 
status, but have no rank and are not eligible to 
the Army benefits, such as Government Insurance 
and Pensions. They wear a uniform at all times 
when on duty and, in wartimes, when on a mili- 
tary reservation. 


The Red Cross personnel usually live in or near 
the institution. In the continental U. S. they usu- 
ally live in the recreation houses, which are built 
by the Army and equipped and manned by the 
Red Cross. In foreign service, they frequently live 
in the nurses’ homes. 


To be fully helpful it is important that the hos- 
pital personnel work as a unit in order that the 
treatment of a patient shall be unified with the 
physicians, patients, social worker, and nurse 
working as a team cooperating in study and in 
treatment plans. This indicates an understanding 
of the contribution each is prepared to make—and 
a mutual respect for each other’s special skills. 


The physical conditions under which work is 
carried on in a military hospital lend themselves 
to this close working unit in way not always pre- 
vailing in civilian hospitals. Living under the same 
roof, sharing in the same meals—recreation— 
comforts and discomforts—facing the same dan- 
gers at sea and on land—develop an esprit de 
corps, which is a long step forward in the unifica- 
tion of service to the patient. 


Social Workers in Military Hospitals 
at Home and Abroad 


As of June 30, 1942, there were Red Cross Corps 
in 99 hospitals in the United States and 47 hospi- 
tals abroad— 

Continental U. S.—218 Social Workers 


111 Recreation Workers 
145 Secretaries 


Abroad — 73 Social Workers 
77 Recreation Workers 
49 Secretaries 

Totals —291 Social Workers . 


188 Recreation Workers 
194 Secretaries 


673 Total Hospital Workers 


In accordance with the accepted Table of Or- 
ganizations, there is an estimated unmet need of 
workers at the present time, as follows: 
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Continental U.S. Abroad Totals 
208 Social Workers 100 Social Workers 308 Social Workers 
128 Recreation 100 Recreation 228 Recreation 
Workers Workers Workers 
168 Secretaries 50 Secretaries 218 Secretaries 
The social services of the Red Cross are now 
being used by the military authorities in the Army 
Replacement Training Centers, Naval Training 
Stations, General and Station Hospitals and Rest 
Homes of the Army and Navy Hospitals and Dis- 
pensaries. Red Cross is serving in hospitals, both 
in continental United States, Insular Possessions, 
and abroad. 


Recruitment Problems 


The American Red Cross is faced with problems 
of recruitment training, specialized placement, 
consultation service and the supervision of the es- 
tablished social services, both here and abroad. 


A training program has been established by the 
American Red Cross which provided for scholar- 
ships in approved schools of social work; a short 
intensive training for the case worker who has not 
had specialized training in medical or psychiatric 
social work, and an induction period of training 
including an orientation course at National Head- 
quarters and supervised field experience in select- 
ed military hospitals. 


Consultation service and supervision are pro- 
vided through the Area Headquarters personnel, 
through which provision is made for one field con- 
sultant for every 12 hospitals. Supervisors are also 
being appointed for the overseas hospital work. 


Social workers in a military hospital are faced 
with the problem of the adaptation of their case 
work principles to wartime needs. They must help 
win the war and prepare for peace. Their services 
must be performed expeditiously and surely. They 
must be prepared to take quick action when need- 
ed, and must also recognize the need for and be 
able to perform the longer and less speedy services 
required in the slow and discouraging process of 
restoration and rehabilitation of the patient who 
needs such help. 


Through securing social histories from patients, 
visiting relatives, or through Home Service work- 
ers—they are aiding in the studies in the training 
stations and on the wards. They are aiding in the 
care of the hospital patients, whose illnesses may 
be intensified through ignorance, worries, fears, 
loneliness. They are aiding in the return to civil 
life of those receiving medical discharges through 
direct counseling with the patient and through re- 
ferral for assistance through the proper resources, 
such as, Claims Services; Vocational Rehabilitation 
Division of the United States Department of Edu- 
cation; the Reemployment Division, Selective Ser- 
vice System; Home Service of the American Red 
Cross; and Public Medical Care Services. It is not 


60 








always sufficient that the life is saved—frequently 
there is need to show the way in which a patient 
may live life and know that, even though handi- 
capped in some way, life may be full and satisfy- 
ing. 

The program of activities in foreign service are 
not essentially different from the services in the 
United States. Underlying principles are the same. 
The goals are identical. Methods are adapted to 
the existing conditions. 


Volunteer Workers for Foreign Service 


Workers who volunteer for foreign service are 
selected from those of proven ability. They must 
be physically strong—emotionally stable—profes- 
sionally qualified—and versatile in their interests 
and skills. They go wherever needed and under 
sealed orders. Whenever requests are received 
from Commanding Officers of hospitals scheduled 
for overseas duty, Red Cross personnel are as- 
signed to the hospitals when they are activated in 
camps in this country. They then drill, receive the 
training and instructions with the other members 
of the hospital team and immediately become 
members of that hospital staff and sail with the 
hospital unit. 


As of August 31, 1942, there were 199 Red Cross 
workers in 47 overseas hospital units, and re- 
quests as yet unfilled for other units, awaiting 
sailing orders. 


These workers are serving in hospitals through- 
out the world, in unsheltered positions and in 
many strange places. Some are living in tents, 
some are in more comfortable quarters; two are 
believed to be captives in the Philippines. All are 
serving untiringly and without thought of per- 
sonal safety or future security. 


The American Red Cross could not have met its 
obligations in this very greatly expanded program 
had it not been for the generous interest of the 
member hospitals of the American Hospital Asso- 
ciation which have released many of their medical 
social workers to meet the emergency situation 
in the military hospitals, in the same way they are 
sharing their physicians and nurses. 


The A.A.M.S.W. and the A.A.P.S.W. have mate- 
rially assisted in recruiting workers for the Amer- 
ican Red Cross and through advisory committees, 
under the leadership of Miss Edith Baker and Mrs. 
Maida Solomon, are giving direct help and guid- 
ance in our training program. 


The Red Cross training program of the First 
World War has provided many of our present med- 
ical, social and psychiatric social leaders, who are 
heading social service departments in our civilian 
hospitals. We hope that through our present train- 
ing program the Red Cross may be able to repay 
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the civilian hospitals for their help during this 
emergency by restoring to them qualified person- 
nel when this war subsides and peace again pre- 
vails. 

Civilian agencies and workers and military agen- 
cies and workers are working closely together in 
an over-all program, without thought of vested 
interest. 

We are pooling our efforts in order that our op- 


portunities for living independent, full—free— 
lives will be preserved and strengthened. We are 
facing a common danger and enduring common 
hardships which blot out the petty thoughts and 
actions and help us to think greatly and to act 
courageously. 


There has never before been such a responsibil- 
ity placed upon any group of social workers, nor 
such a magnificent opportunity for service! 





First Group Exemption Granted by WLB 


Hospital Salaries 


Press releases from Washington, under date of 
January 24, advise that the War Labor Board— 
“authorized nonprofit hospitals throughout the 
country today to make wage and salary adjust- 
ments for employees without board approval as 
a means of enabling hospitals to keep essential 
staff employees. 

“The board ruled that such adjustments could be 
considered approved ‘providing that such adjust- 
ments do not raise the wages or salaries beyond 
the prevailing level of compensation for similar 
services in the area or community.’ 

First Group Exemption 
“The ruling, granting the first group exemption 


by WLB, was made on appeals from hospitals in 
various sections of the country which reported 
they were losing their employees because of 
higher rates paid for war workers. Sixty hospitals 
in California joined in the appeal, WLB said. 


“Hospitals are required, under the order, to sub- 
mit monthly reports of such wage adjustments to 
the board’s division of review and analysis. 


“Meanwhile, the Office of Price Administration, 
in a letter to the American Hospital Association, 
denied that the government’s meat restriction 
orders were descriminatory against private hos- 
pitals.” 





Kenny Treatment 


The new Kenny treatment for acute poliomy- 
elitis in the early stages is based on an entirely 
new theory of the causation of the symptoms of 
the paralysis. The theory on which the conven- 
tional treatment was based was that the affected 
muscles were in a state of flaccid paralysis. The 
treatment, therefore, was immobilization to pre- 
vent the opposing muscles from pulling the af- 
fected joint into a state of deformity. 


Sister Kenny’s theory and treatment are the 
exact opposite. Her theory is that the affected 
muscle is in a state of extreme contraction instead 
of its opponent being in flaccid paralysis. The 
treatment is therefore to secure relaxation of the 
muscle in spasm, to maintain the nutrition and 
tone of the opponent to the affected muscle, and 
finally to re-educate all the muscles permanently 
affected. 


The relaxation of the spastic muscle is secured 
by continuous hot fomentations. This requires con- 
tinuous twenty-four hour care by an attendant. 


F ebruary 1943 
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The technic of these fomentations is quite rigid 
and therefore requires that the attendant be spe- 
cially trained. 


The maintenance of nutrition and the re-educa- 
tion is by the use of specially designed assisted 
voluntary motion. 


The entire technique is highly specialized and 
therefore requires not only sound basic training 
but also careful special training of the attendant. 
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Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania will 
conduct a War Conference in 1943, for two days, 
in place of the regularly scheduled three-day 
meetings. The War Conference will be held on 
April 15 and 16 at the Hotel Bellevue-Stratford, 
Philadelphia, Pennsylvania. The Pennsylvania As- 
sociation of Nurse Anesthetists, the Pennsylvania 
Association of Medical Record Librarians, and the 
Pennsylvania Physiotherapy Association will meet 
concurrently with the hospital association. 
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Warren LG. Babeock, MB. 


Dr. Warren L. Babcock, past-president of the 
American Hospital Association, superintendent of 
Grace Hospital, Detroit, for thirty-three years and 
treasurer of its Board of Directors since 1937, died 
at his winter home in St. Petersburg, Florida 
December 27, 1942 at the age of sixty-nine years. 


Few contemporaries in the hospital field have 
had as great an influence on the development of 
the American system of hospitals as Doctor Bab- 
cock. He was one of those medical men who, after 
the turn of the century, made hospital planning 
and administration a career. He not only planned 
hospitals and directed a great institution—he 
made an equally great contribution in training 
competent hospital administrators. 


He was always interested in hospital organiza- 
tion, in the American Hospital Association, and in 
the Michigan Hospital Association which he 
helped to organize. He, in his quiet forceful way, 
either established or helped to establish many of 
the worth while activities of both Associations. 


Doctor Babcock had a fine record as a citizen 
of his City and State, and a distinguished career 
as a soldier. In the first World War he entered 
active service in May 1917, and served overseas 
as Commanding Officer of American Red Cross 
Hospital No. 3 and Base Hospital No. 6 of the 
AE.F. He was commissioned as Colonel in 1918, 
made an officer of the Legion of Honor in 1919, 
and was awarded the Silver Medal of Honor. In 
the same year he received a citation from General 
John J. Pershing. 


Warren Babcock, along with Goldwater, Ross, 
Gilmore, Test, Wilson, Baldwin, Mann, Hurd, Rowe, 
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Howard, Ancker and Warner who have passed to 
their reward, and Washburn, Winford Smith, 
Howell, Peters, Howland, Bacon, O’Brien, Parnall, 
Pollock, O’Hanlon and MacEachern, who are still 
actively interested in hospital work, adorned the 
profession of hospital administration twenty or 
thirty years ago and have left the indelible im- 
print of their teaching and planning upon the his- 
tory of American hospitals. Each in his own way 
has endowed the hospital field with the riches of 
his experience and worth. Each has been a bene- 
factor, often the only benefactor of the sick and 
broken who have entered the portals of the hos- 
pital in his charge. Each has been “a friend to 


” 


man. 


Doctor Babcock is survived by Mrs. Babcock, 
three sons, Dr. Warren W., Lyndon R., and Major 
Kenneth B. Babcock, and a daughter, Mrs. Frank 
R. Lowell, to each of whom is conveyed the sin- 
cere sympathy of the Doctor’s thousands of friends 
in the hospital field. 


No spoken or written tribute can be so treasured 
as the lives and accomplishments of men like 
Warren L. Babcock. 





Hospital Salary _ ow 


The War Labor Board has authorized nonprofit 
hospitals throughout the country to make wage 
and salary adjustments for employees without 
Board approval “providing that such adjustments 
do not raise the wages or salaries beyond the pre- 
vailing level of compensation for similar services 
in the area or community.” 


The Board’s ruling is as sound as it is necessary. 
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Hospitals must have a reasonably free hand in 
making salary and wage adjustments for their 
employees if they expect to retain a sufficient num- 
ber of employees for essential hospital services. The 
employee turnover in hospitals, due to a low wage 
and salary scale, has impaired the patient service 
in every hospital in the country, whether private, 
voluntary, or tax supported. The only remedy that 
promised stability of employee tenure was a regu- 
lation as wise and as liberal as the War Labor 
Board has established. 


The group exemption for hospitals is the first 
blanket exemption authorized by the War Labor 
Board. Its ruling was the result of arguments pre- 
sented by the Joint Advisory Committee, by the 
Council on Government Relations of the American 
Hospital Association, the joint action of the Cali- 
fornia hospitals, and the hundreds of requests 
coming from individual institutions, presented to 
the Regional Boards as well as to the War Labor 
Board in Washington. 


Hospitals under the new order are required to 
submit monthly reports of their wage adjustments 
to the Board’s division of review and analysis. 


The action of the Board is entitled not only to 
the commendation of all hospitals, but to the co- 
operation of the hospitals by carefully following 
the purpose of the regulation. It is a further evi- 
dence of the central authorities willingness to 
cooperate with the hospitals in their effort to 
maintain an acceptable service for the care of the 
increasing number of patien’s. 


While hospitals cannot hope to meet the high 
wage scale of war industry or compete with in- 
dustry in the remuneration of their employees, 
they can accomplish much in maintaining a rea- 
sonably stable staff by establishing wage and sal- 
ary increases where justified and re-adjusting the 
wage scales in line with increased living costs. 
The increased earnings of our hospitals could not 
be spent for a better purpose than by establishing 
an equitable and as liberal as possible remunera- 
tion for their employees. 
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» Kationing 


Meat rationing is to be followed by the rationing 
of processed foods. Fish, poultry, cheese, butter, 
eggs and milk and the canned, dried and frozen 


64 


fruits and vegetables, will follow in rapid order, 
The “point” system of rationing will be estab- 
lished, and is as fair to each consumer as any 
formula that has been devised. 


In the food rationing program hospitals will be 
given preferential treatment and according to the 
Rationing Division of the OPA will be granted the 
maximum allowance of rationed foods established 
by that Division. As far as possible the problems 
of supplying the hospitals will be reduced to as 
satisfactory a working formula as the available 
food supply will permit. In the event of increased 
or diversified diets for individual patients who 
may require them, the necessary foods may be se- 
cured upon order of the attending physician. 


There is a definite food scarcity in this country. 
This is evident to anyone who gives the matter a 
more than casual study. The problem of food sup- 
plies for our armed forces, for our allies, and for 
the occupied countries permits a satisfactory solu- 
tion only if the available food supply is considered 
with the legitimate demands and rationed accord- 
ingly. 

Hospitals may be inconvenienced to some ex- 
tent. At times they may find some of the processed 
foods off the market temporarily, but there will 
always be available a sufficient variety of foods 
in quantities needed to balance any ordinary diet. 
Neither the patients in the hospital nor the hos- 
pital employees will go hungry. 


The American Hospital Association has recently 
completed a survey of 1100 hospitals covering the 
fresh meat consumed in October. The consumption 
per unit was well under the national average and 
closely approximated the ordinary requirements 
of patients and employees. The survey of con- 
sumption of processed foods during the month of 
December of 150 hospitals will form the basis of 
allotment for hospitals of this class of foods. At- 
tention was called to the fact that food consump- 
tion in December was but 93 per cent of the con- 
sumption for any average month. Both surveys 
were made at the request of the Director of the 
Food Rationing Division of the OPA. 


The rationing allowances will be revised every 
two months. The increase or decrease in allowance 
of food items will be established six times a year, 
and will be on the basis of the available amounts 
of the various food classifications at the time of 
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revision. The program is workable and has its ad- 
vantages in the fact that hospitals may purchase 
in any available market. 


Together with the rationing program the tempo 
of food production, food processing, meat produc- 
tion and slaughtering must be greatly increased. 
America still has 50 per cent more foods raised 
and produced than is processed and made avail- 
able for human consumption. If the production 
and processing programs are tuned in with the ra- 
tioning program there will be food enough for 
everyone. 


~~ 


Victory ; 


The proposed program for the enrollment and 
training of Victory Nurses is sound. It should have 
a definite appeal to young women who desire to 
serve their country in a useful way. It meets all 
necessary requirements for the education and 
training of the nurses who are so vitally needed. 





It would be a sad commentary upon our young 
women, upon the nursing profession and upon our 
hospitals, if any reasonable program for supply- 
ing our armed forces as well as the civilian popu- 
lation would fail for lack of interest. It would be 
criminal if such a program would fail for lack of 
cooperation. 


More and more the winning of the war becomes 
dependent upon a larger participation by the 
women of our country in every phase of the war 
effort. No single activity should have a stronger 
appeal to young women. There is no greater 
sphere of usefulness than nursing the sick and 
wounded men and women of our armed services. 


Under the plan the Government will provide a 
reasonable stipend for payment of the tuition of 
the student nurse during two and one-half years 
of training, and the hospital will provide mainte- 
nance. The last. six months she will serve in the 
hospital at a salary at that time current for nurses 
of similar training. 


Hospitals should actively engage in recruiting 
student nurses who can be adequately trained as 
soon as the proposed program is approved and the 
hecessary funds appropriated and made available. 


Differences of opinion that have delayed action 
seem to have been compromised and there is but 
one more action to be taken to accomplish the de- 
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sired result, that is, the appropriation of Federal 
funds in a sum sufficiently large to insure early 
and satisfactory success of the proposed plan. Un- 
der the proper auspices and with the sponsorship 
of the hospitals and nursing profession the young 
women of the country can be depended upon to 
enroll in sufficient numbers to fill all the classes. 


One word of caution should be suggested. There 
are always those who will find some fault with 
any worth while program, something to criticize, 
something to oppose. There are those among us 
who see in this program an effort of Government 
to direct and control nursing education. There is 
but one answer to this criticism—if the Federal 
Government ever controls nursing education, it 
will be the fault of the nurse educators and the 
hospital training schools; it will not be because 
the Victory Nurse program lacks merit or for any 
sound reason that it should not be adopted. 





+ 
++ 


Mobilizing Ci. Hospitals 


The article by Harry Hopkins, condensed in the 
February Readers Digest, should be carefully read 
by all hospital authorities. Many will disagree 
with Mr. Hopkins, both as to the argument and 
to the conclusions, but he is unquestionably right 
in his premise that manpower, materials, process- 
ing, manufacturing and all other resources of our 
country must be mobilized under competent con- 
trol if our war is to be won and won speedily. 


And hospitals must do their part. While there 
is no good reason why they should be regimented, 
there is every reason why their individualistic 
tendencies should be directed toward cooperative 
purpose and coordinated action. This applies to 
medical and nursing education, to uniform pur- 
chasing procedures, standardization of supplies, 
community of interests, sharing of staff services, 
and the multiple activities in which hospitals are 
engaged in the care of their patients. Hospital per- 
formance and hospital purpose must be mobilized 
because of the increasing patient load they will 
have to carry. In these trying times our hospitals 
must understand and willingly apply the princi- 
ples of mobilization of their resources to the end 
that proper care will be provided for our people. 
Now, more than ever, each hospital is its “brother’s 
keeper.” 














Status of the Hospital in Rio de Janeiro 
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trend of the times in the Americas, seeking 

greater and stronger ties within the Western 
Hemisphere. And this policy has not been limited 
to the establishing of closer political and economic 
contacts. Through personal contacts in the field 
of medicine and in that of hospital administration, 
better acquaintance and closer relationships have 
resulted in an exchange of information and experi- 
ences that has brought benefits of great advantage 
to all of the countries on this side of the world. 


MUST BE OBSERVED that Brazil has followed the 


While putting President Roosevelt’s good-neigh- 
bor policy into practice, some of us Americans 
have concluded that an interchange of scientists 
and students is more conducive to the creation of 
good will than a lot of well-meant after-dinner 
speeches, blitz-trips of movie celebrities, or bar- 
rages of well-meaning literature can ever accom- 
plish. Good will is synonymous with good health. 


Young Brazilian doctors are looking to the 
United States for an opportunity to do graduate 
work in hospitals, which they know can provide 
a more adequate graduate medical education than 
any in South America. American medical text- 
books have been a steady diet to the younger 
Brazilian doctors in their undergraduate days, and 
it is pleasing to note that these men all speak a 
passable English. I know that in these days there 
is a shortage of both hospital residents and hospital 
interns, and that many hospitals in the United 
States would gladly welcome a resident from the 
land of the Southern Cross. 


During the past year Rio de Janeiro, Brazil’s 
beautiful capital, has been more than once in the 
foreground of the news with such events as The 
Pan-American Ministers Conference, The Pan- 
American Sanitary Conference, and Brazil’s de- 
cisive move in taking her place on the side of the 
United Nations. It would seem fitting, then, to 
acquaint the American reader at this time with 
the status of the hospital in Rio—especially since 
letters I have received from colleagues in the 
U.S.A., indicate that there is growing interest con- 
cerning the organization and management of 
Brazilian hospitals. 
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@ August W. Koenig, Rio de Janeiro, Brazil, 
is Hospital Consultant for the Health Au- 
thorities of Brazil. He was formerly business 
manager of St. Francis Hospital, Peoria, 
Illinois. 








The problems of the Brazilian hospital admin- 
istrator are much the same as those of his Amer- 
ican colleague. He too struggles with the wartime 
problems of conservation of supplies, scarcity and 
rising cost of hospital service, and shortage of 
nurses. The only difference, it seems, is that here 
in this latitude one goes through it all mopping 
one’s brow in tropical heat, taking one’s fortifica- 
tion in the customary hourly demi-tasse of strong 
black coffee sweetened with a tablespoonful of 
sugar. 


Historical 


The hospital history of Rio de Janeiro dates back 
to 1582, when the Brotherhood of Mercy erected 
the Santa Casa de Misericordia. Today this old 
hospital, having been rebuilt on the original site 
and enlarged to 1000 beds, is the largest hospital 
in the city. 

Up until 1930 the further development of hos- 
pitals in Rio was uneventful. The care of patients 
lay in the hands of the Santa Casa and a few 
smaller institutions conducted by charitable and 
religious organizations. 


In the period from the beginning of the present 
century until 1930, medical energies were devoted 
to freeing the city from bubonic plague, yellow 
fever, and malaria. The Brazilian scientist Dr. 
Oswaldo Cruz, former assistant in the Pasteur 
Institute in Paris, won a world-wide reputation as 
the organizer of a successful crusade in Rio against 
the Stegomyia mosquito, carrier of yellow fever. 


The Institute Oswaldo Couz 


Founded in 1899, the Institute Oswaldo Cruz 
must now be considered the outstanding scientific 
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Coordination Cooperation Guidence and Plans Control 
Department Clinical Classification Ownership and Support Control and Administration 
q es “a 
I-General 4 
Hospitals Sante Cases 1-Army 
(over 25 beds) Municipal Hospitals A-Official Institutions 2-Neavy 
Emergency Hospitals (or Governmental) 3-Air Force 
L Private Hospitals 4-Police 
a) Federal 5-Public Health 
6-Fire Department 
Institutions b) State 7-Teaching & Education 
ian a iad 8-Civil Service Employees 
Hospital, Hospitel-Colonies, c) Municipal 9-Municipal Dept. of Health 
Sanatorium,Private Hospital, 10-Other Official Services 
Hospital Maternity Hospitals & Centers ~ 
Service 
A-Maternity Hospitals & Nurseries 
B-Medical Hospitals 
1-Nervous and Mental 
2-Tuberculosis B-Non-Official Institutions 
3-Leprosv 
4-Comminicable Diseases 1-Sisterhood, Brotherhood ,or Church 
5-Internal Medicine a) Philanthropic 2-Beneficial Associations 
6-Diseases of the Heart 3-Founda tions 
7-Children 4-Other Institutions giving 
II-Special 8-Venereal free service 
Hospitals 9-Other Specialties M 
(over 25 beds) 
C-Surgical Hospitals 
A-Organized not for Profit 
1-Traumatic & Orthopedic 
2-Ear,Nose & Throat 1-Reneficiary Societies 
2-Eye 2-Third Orders of St. Francis 
4-Diseases of Women 3-Groups 
5-Cancer 4-Mutunl Associations 
6-Industrial 5-Trade Associations, 
7-Other Surgical Specialties Indemnifying Associations 
6-Schools and Universities 
D-1-Hosp.for Chronic & Incurable 7-Industrial and Rural Groups 
b) Private 8-Other Communities 
2-Convalescent Hospitals 
ak ~ B-Organized for Profit 
al ra 1-Companies 
1-Polyclinic & Private Clinic 2-Corporations (Stock or Mutual) 
III-Clinics and (in-patient) 3-Other cividend psying organizations 
Dispensaries 2-Wards, General or Special 
(Tnder 25 beds) 3-Dispensary,General or Special C-Organized for Profit, tut accepting 
4-Physician's or Surgeon's Office Non-Pay Cases 
5-Out-Patient Clinic 4 
Semi- Classification of hospitals 
Hospital according to construction, Classification of hospitals 
Service (| eouipment, administration, according to bed complement: 
For Rest, Convalescence, finance and service: 
and Treatments Class A Smell from 25 to 50 beds 
Class B Medium 50 150 
IV-Health 1-Watering Stations (Spas) Class C Lerge 150 500 
Resorts 2-Mineral Springs Class D Extra Large above 500 
3-Climatic Resorts 
For the Aged, Blind,and Needy 
Planning and control pertaining to the hospitalization of the nervous, 
V-Asylums Cooperation between medical, mental, tuberculous, also the care of leprosy and maternity cases are 
Homes hospital,and social service 
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to place these patients in 
suitable institutions 
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within the province of the special services and the Department of 
Education and Health. The same applies to most of the official 
institutions mentioned under this clessification. 














Hospital dos Estrangeiros (Stranger’s Hospital) serves American and British Colony in Rio de Janeiro. Corcovado 
Mountain with statue of Christ in the background. Jungle flora and fauna at the back door. 


institution of Brazil if not of South America. 
Housed in a large building in the Moorish style 
of architecture overlooking Guanabara Bay and 
the lowlands of the coast—long the habitat of the 
Anopheles (malaria) and Stegomyia mosquitoes— 
_ before they had been drained—the institute is, 
with the neighboring laboratories of the Rocke- 
feller Foundation, the nuclei of research in pre- 
ventive medicine and in the preparation of vac- 
cines. 


The story of the original work carried on by the 
Oswaldo Cruz Institute is an epic of science. At 
the beginning of this century no travel bureau 
would have dared attempt to lure the tourist to 


“Romantic Rio.” Rio was romantic only in a nega- - 


tive way; it was known to sailors as the “Pest 
Hole of South America.” Bubonic plague, yellow 
fever, malaria, and small pox—not to speak of 
swarms of mosquitoes and flies—gave the beautiful 
city a very bad reputation. 

Following methods used by Reed and Gorgas 
in Cuba, Dr. Oswaldo Cruz dug in, against rather 
fierce opposition, and organized a program of sani- 
tation for Rio. Bucking ridicule, ignorance, hatred, 
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and political interference, he fought to put through 
the necessarily stern measures of isolation of the 
stricken and vaccination of those not stricken; 
and to see to it that rats and mosquitoes were 
systematically destroyed, swamps and other breed- 
ing places rendered healthy for humans and un- 
healthy for mosquitoes. His work was so unpopu- 
lar that, in 1904, the population—feeling that long- 
cherished rights of personal freedom were being 
threatened—attempted an armed uprising de- 
signed not only to stop the presuming Doctor 
Oswaldo but to overthrow the government of 
President Rodriguez Alves. The city chronicle re- 
counts the smashing of street lamps all over the 
city, the vandalism, and the mounting of casual- 
ties. Notwithstanding, Oswaldo Cruz persevered. 
And he made of Rio one of the healthiest cities 
in the world. 


When, in the late twenties, “Yellow Jack” tried 
to return to his old stamping grounds, the Servico 
Nacional de Febre Amarela (National Yellow 
Fever Service), with the support of the Sanitary 
Division of the Rockefeller Foundation, promptly 
barred the city to the villainous pest and brought 
its activities under control elsewhere in Brazil. 
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The Stegomyia will not be permitted to return. 
Unceasing vigilance is everywhere in evidence to 
those who recognize the mata-mosquito (mosquito 
policeman) as he goes about on his inspection of 
tin cans, water-storing plants, and rain gutters. 
There is a fortnightly inspection of private and 
public buildings to check and eliminate any places 
where the mosquito might breed. Rio is now one 
tropical city without the usual mosquito annoy- 
ance; screened doors and windows are virtually 
unknown here. Mosquitoes, of any kind, are sel- 
dom seen. 


Hospitals and Preventive Medicine 


So we see that hospitals here are only part of 
the general program for preventing and curing the 
illnesses typical to a tropical country. There has 
been a determined war against all the causes 
leading to a low state of health. Epidemics, tuber- 
culosis, leprosy, syphilis, and cancer are constantly 
combated by the hospitals; and prophylactic facil- 
ities are under federal supervision. With the ad- 
vent of the administration of President Getulio 
Vargas, in 1930, the raising of the level of public 
health became a major concern of the government. 
Existing public health services were enlarged; new 
hospitals and hygiene centers were created. 


Besides the new educational and health services, 
Brazil has been conducting a tireless campaign in 
the interests of a proper diet for the people. Equal 
attention is being paid to infant health; centers 
of puericulture have been established here and 
there. The government aid for the indigent family, 
in all questions concerning health, is exemplary. 
A large part of the national budget is devoted to 
public health. 


Hospital 
Third 
Order 

of 
St. Francis 
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The Care of the Indigent Sick a Government 
Responsibility 


As inferred hereinbefore, up until 1930 the care 
of the indigent hospital patient was the concern 
of private charity. But nowadays nearly all of the 
more modern hospitals of Brazil are publicly 
owned, and of course supported by funds from 
taxes. Like almost all South American hospitals 
today, they as well as their medical staffs are gov- 
ernmentally directed. This might appear strange 
to the hospital executive who has grown in the 
North American hospital tradition, wherein hospi- 
tal service is furnished by voluntary agents. How- 
ever, when one realizes that the standard of living 
of the South American wage earner has always 
been lower than that of the wage earner in the 
United States, that disease has been more rampant 
on the southern continent, and that because of eco- 
nomic conditions endowments through legacies or 
outright gifts have not found their way to the hos- 
pitals here as they have in the United States— 
when one realizes these things, it becomes under- 
standable why the South American wage earner 
looks to his government to take care of him when 
he needs hospitalization and why the government 
has assumed the responsibility. 


Health and Social Service 


While keenly aware that the care of the indi- 
gent patient is a governmental responsibility, the 
Brazilian Government feels that to try to treat 
a man’s medical condition without remedying his 
living conditions is futile. The health authorities 
have approached the problem with a broad plan 
of action, the soundness of which becomes fully 
apparent under the present war conditions. The 















Arnaldo de Moraes Maternity Hospital 


government hospitals are working in collaboration 
with the Social Service to discover reasons for 
poor and unhealthful living conditions, to deter- 
mine a way to undermine poverty and suscepti- 
bility to disease, to instruct the people in hygiene 
and healthful living, and to give vocational guid- 
ance to convalescent patients. Such a policy was 
unheard of here hardly more than a decade ago. 


As much as has been accomplished with hospi- 
tals during the past twelve years, a great deal 
remains to be done. When we stop to realize that 
Brazil, though larger than the United States, is 
but sparsely settled, with only forty-five million 
inhabitants, that the railroads by no means begin 
to cover the country, and that the road system is 
in its infancy, it is small wonder that standards 
in the different Brazilian hospitals differ. There 
is no organization like the American Medical Asso- 
ciation or American College of Surgeons to pass 
judgment on the hospitals or to set up minimum 
standards. The hospitals have been accustomed to 
solve their problems as well as they could under 
local conditions. 


The Office of Hospital Organization 


Realizing the urgent need for coordination of 
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the nation’s hospital facilities, President Getulio 
Vargas in 1941 ordered the creation of the Office 
of Hospital Organization, appointing Dr. Teofilo de 
Almeida, the well-known Brazilian hospital ad- 
ministrator and organization expert, as director. 


The first measure taken by the new organiza- 
tion was the making of a census of all Brazilian 
hospitals. Every hospital in Brazil was surveyed 
by physicians of the public health service. This 
work, despite poor communications, was completed 
within a few months. The information was listed 
on a uniform questionnaire prepared by the Office 
of Hospital Organization. After having been eval- 
uated, the information was abstracted and coded 
on cards. Each card lists about 260 items of essen- 
tial information; if the director of the department 
wishes to know whether a certain hospital way up 
in the jungles of Amazonas has a dermatologist 
on its staff, or what the hospital’s yearly payroll 
amounts to, or whether it incinerates its garbage 
his secretary has only to pull out a card and place 
it before him. The system is kept up to date 
through periodical reports. All essential data con- 
cerning administration, equipment, and construc- 
tion work are likewise on file. The value of this 
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arrangement is all the more obvious in view of 
war developments. 


Under the principal of regionalization, the next 
step is to survey the municipalities for the ratio 
of available beds to the number of anticipated 
patients within the community—in order to appor- 
tion the load fairly over an entire district. 


The ultimate goal is the establishing of a na- 
tional hospital network. Improvement and better 
distribution of hospital care, elimination of waste 
and duplication in future hospital construction, 
standardization of medical and administvative rec- 
ords, uniform accounting systems—these are the 
logical hoped-for results of such a program, and a 
law is soon to be passed in provision thereof. 


The Limitations of Brazilian Hospital Legislation 


While the Brazilian government assumes an in- 
creasing responsibility in all matters affecting pub- 
lic health, there is no intention to dictate its pol- 
icies to the various health institutions—especially 
those of the voluntary type. Brazilian hospital 
legislation is limited to technical guidance, coor- 
dination, and subsidies; and the benefits thereby 
accruing to the hospitals are such that no hospital 
can afford not to cooperate. There is no inter- 
ference with the internal affairs of hospitals. 


The results of the general hospital survey may 
be seen in the organization chart which will be 
found to be self-explanatory. It is interesting to 
note that the plan goes beyond the hospital field, 
embracing, according to the classifications, much 
in the medico-sociological field. 


It might be interpolated here that the more seri- 
ous common ailments dealt with by the Brazilian 
hospitals—diseases such as pulmonary tubercu- 
losis, smallpox, diphtheria, scarlet fever, influenza 
—result in much higher mortality in the tropics 
than they do in the temperate zone. There is the 
additional problem of the multitude of virulent 
diseases particular to tropical countries. A large 
percentage of the population suffer from tropical 
diseases of a devastating and debilitating nature. 
And there are the concurrent problems in public 
health of malnutrition, faulty diet, and low re- 
sistance. 


The Assistencia Hospitalar 


In discussing the institutions devoted to public 
health and therapy in Rio, I shall confine myself 
to what is being done in some of the more im- 
portant and representative hospitals. 


Built by the city and operated by the Municipal 
Hospital Department, there are a number of peo- 
ples-hospitals in Rio that come under the heading 
of Assistencia Hospitalar. To the older charitable 
hospitals there have been added, since 1935, a 
dozen modern, progressive institutions, well 
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Nurses’ Home, Ana Neri School of Nursing 


equipped and staffed, with a complement totaling 
more than 4000 beds. They are uniform in char- 
acter and their primary purpose is care of the 
indigent and the low-income groups. The 200-bed 
Jesus Hospital admits infants and minors up to 
the age of fourteen, and is especially noteworthy 
for its therapeutic equipment and for the results 
that have been achieved. 


Health Zones 


In planning the construction of the new hos- 
pitals, the city was divided into a number of health 
zones; into each zone a hospital was placed, the 
size and exact location predetermined by a study 
of the size and density of the population, transpor- 
tation facilities, and other factors. In this way 
there is little, if any, overlapping. 


The buildings are modern concrete structures 
of two stories, bare of any architectural embel- 
lishment. In Rio, where the luxuriant flamboyance 
of tropical vegetation is abundant, these severe 
edifices do not seem to me to fit in well with their 
surroundings; one wishes that at least a bit of 
landscape gardening be done to soften the factory- 
like appearance of these otherwise well planned 
institutions of healing. 


Every indigent person—and, of late, also every 





Remodeled Ward at Santa Casa Hospital 





Operating Room, Arnaldo de Moraes Maternity Hospital 


wage-earner up to a certain income—is eligible for 
admittance to the hospital in his respective zone. 
Pay-patients are not admitted save in emergency 
cases—such as accidents that have occurred within 
the particular zone of one of these hospitals—and 
these are hospitalized only so long as the emer- 
gency exists, being transferred to private institu- 
tions as soon as their conditions permit. Since the 
great majority of the hospital beds in Rio are ward 
beds (falling into the category of “free beds”) the 
indigent patient is exempted from hospital fees 
as well as medical fees. 


The peoples-hospitals enjoy a high reputation 
among the population, and the Brazilian enters 
these institutions willingly and with confidence. 
He is accommodated in wards averaging eight to 
ten beds; wards are planned, for the future, with 
four to six beds. The South American is gregari- 
ous; he prefers company to isolation, and will con- 
valesce more rapidly in a ward than in a private 
room; the length of the patient’s stay is about 
twice that of patients in the United States. 


Out-Patient Departments 


Each of the hospitals has a large out-patient de- 
partment, where consultation and treatment are 
given and medicine is dispensed. Here too the pa- 
tient paga nada—pays nothing. The out-patient de- 
partment is a very important and well integrated 
part of the hospital; the North American hospi- 
tal man may readily observe how a service of this 
nature can in a short time become an essential 
element in the drive for community health, for it 
gives the worker and his family an ample and 
quickly-available health and hospital service. Out- 
patient departments really take in a large part of 
the peoples-hospitals; they were not an addition, 
but were incorporated as an integral part of hos- 
pital service when this chain of city hospitals was 
established. Hospital officials are very conscious 
of the fact that preventing the condition that 
causes a person to be hospitalized is more im- 
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portant than all the curative efforts made at a 
later stage. The ultimate goal here is to use most 
of the general hospitals as polyclinics, through 
which every Brazilian, regardless of means, shall 
pass at the first sign of impaired health. 


The peoples-hospitals are well laid out. The 
rooms are large, with an abundance if light air. 
The halls are wide. The walls, instead of being 
painted, are finished with glazed tile in light 
colors. Everything is clean and sanitary. While 
not exactly the last word in sound-proofing, the 
halls of these hospitals have an air of quiet and 
dignity. Voices are subdued and modulated, ac- 
coustic courtesy everywhere in evidence; when 
I remarked upon this to a Brazilian physician who 
had just returned from the United States, he re- 
plied that he had made the same observation in 
North American hospitals—with one notable ex- 
ception which seemed to puzzle him: “Why is it,” 
he asked, “that the sound-proofing in your hos- 
pitals, otherwise very effective, does not seem to 
absorb the doctors’ voices in hospital halls?” I 
promised to take this matter up with sound-proof- 
ing manufacturers upon my return to the States, 
and to let him know later! 


The Hospital Director 


The hospital director in Brazil is usually a physi- 
cian, as dictated by custom and in some cases by 
law. By training and inclination, he is primarily 
interested in the care of the hospital patients—the 
actual administration being left to the administra- 
dor, whose duties are similiar to those usually 
assumed by the chief clerk in American state hos- 
pitals. Frequent changes in the directorate of the 
institutions seem to be detrimental to efficient 
hospital administration. The Department of Edu- 
cation and Health, as it is called here, has planned 
for this spring a course in hospital administration 
similar to that of the Institute for Hospital Ad- 
ministrators in the United States save that the 
course will be more formal and extend over sev- 
eral months. 


Ambulance and First Aid Service 


Municipal Ambulance and First Aid Service is 





Municipal Medical and Surgical Hospital 
(under construction) 
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operated and controlled by the municipal authori- 
ties through the peoples-hospitals. The ambulances 
are well equipped and are staffed by an ambulance 
surgeon and orderlies; they are based at the dif- 
ferent peoples-hospitals. The ambulance service 
has actually been in existence for over fifty years, 
and the people of Rio have long been accustomed 
to call the Pronto Socorro (“Ready Succor”) in 
case of need. Of course, time and again the am- 
bulance surgeon, responding in haste to an urgent 
night call, finds the anxious caller to have nothing 
more alarming than a bad tooth—in which case 
there are no harsh words save that the patient is 
informed goodnaturedly that this is stretching 
tradition a little too far; the tooth will come out, 
all right, but, if the person is one who can afford 
it, there is sometimes a fine of fifty milreis (now 
called cruzeiros), about $2.50 in United States 
money. 


In cases of disaster, in rescue work of various 
kinds, the system of regional hospitals is well 
adapted to the city’s needs. The “Salvage Service” 
along the very extensive Copacabana Beach is 
likewise part of the Assistencia Hospitalar; there 
are six large “salvage posts” and a number of 
smaller ones along this, the principal and most 
popular, city beach. 


Hospitals for the Tuberculous 


Hospitals for tuberculous patients are built by 
the federal government throughout Brazil, and are 
maintained by states and municipalities. There is 
now a network of modern tuberculosis sanato- 
riums spread over the whole country. Next to 
malaria, tuberculosis is Public-health Enemy No. 1 
in Brazil. Most of the tuberculosis hospitals were 
built during the last few years; they are all model 
institutions on a par with, and in many cases 
superior to, those I have seen in our own country. 
Though in 1935 there were but 900 beds, the tuber- 
culosis sanatoriums in Rio de Janeiro now have 
2200 beds. 


Leper Colonies 


Leprosy hospitals and preventoriums, as well 
as leper colonies, are distributed strategically 
throughout Brazil; there are more than twenty 
such institutions in the country. One of the most 
outstanding “hospital colonies” for lepers in South 
America is the Hospital Colonia de Curupaiti, 
which serves Rio de Janeiro and the Federal Dis- 
trict. It is a 600-bed institution situated well be- 
yond the outskirts of the city of Rio. Within its 
outer walls—which, because of the profusion of 
tropical vegetation, are rather obscured to the 
view—the colony has its own city hall, church, 
theatre, and community restaurant; and there is a 
large general hospital for patients suffering from 
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Entrance to the Arnaldo de Moraes Maternity Hospital 


the advanced stages of leprosy or from other ail- 
ments such as might require medical or surgical 
attention. While the majority of the lepers are 
housed in special pavilions, leper families live in 
individual bungalows. The colony has its own or- 
chards and truck gardens, and all the work is done 
by patients, who receive payment for their work. 


The colony has two parallel administrations, the 
“outside” and the “inside.” The “outside adminis- 
tration” is handled in an administration building 
just outside a fixed barrier; here there is a director 
with assistants and a regular office staff, and their 
duties are so arranged so as not to bring them into 
contact with the patients. The “inside administra- 
tion” of the colony is in the hands of the inmates, 
who elect from among themselves a prefeito or 
mayor to direct the internal affairs of the com- 
munity. Various duties—as those of priest, resident 
physician, school teacher, telephone operator, and 
so on—are discharged by the inmates themselves. 
The present mayor, an architect and engineer by 
profession, initiated construction of the church and 
other improvements by inmate workers. The vil- 
lagers seem quite content and happy with their 
work and recreational activities; they have two 
soccer-football teams. 


This well-ordered institution was patterned after 
the U. S. National Leprosarium at Carville, Louisi- 
ana, with the modifications necessary to meet 
Brazilian conditions and requirements. 


Santa Casa de Misericordia 


And, now, here I should like to say a word more .- 
about the Santa Casa de Misericordia, which for 
centuries, before the advent of the present admin- 
stration in Brazil, carried the burden of Rio’s in- 
digent ailing. Though its main buildings, despite a 
rebuilding in 1852, are very antiquated in appear- 
ance, this general charitable hospital continues to 
be praiseworthy for its excellent work. It serves as 
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a teaching hospital for the School of Medicine of 
the University of Rio. And as a hospital, all serv- 
ices to patients are free of charge; the nursing is 
done by sisters of a religious order, and a spirit of 
charity and good will enhances this large, old insti- 
tution for healing. Physicians donate their time 
here. 


Ownership and control of the Santa Casa are 
vested in its founders, a philanthropic society of 
laymen known as the Brotherhood of Mercy. Since 
the early establishment of the institution, the 
Brotherhood of Mercy has always been popular; 
and donations and bequests have enabled its mem- 
bers to carry on with their charitable work and to 
found additional establishments. 


One of the first of these new establishments was 
a foundling home, constructed in 1736. Situated at 
the foot of Corcovado Mountain, one of the city’s 
famous landmarks, the foundling home is half 
hidden under luxuriant tropical vegetation and 
rather resembles a large sanatorium. It is known 
to the people here as the “Foundlings Wheel” be- 
cause of the great wooden “wheel” that offers a 
means of ingress for “bundles” from the outside; 
into this turntable arrangement a mother who 
feels compelled to abandon her child may place 
the “foundling”—she gives the “wheel” a turn, 
which automatically rings a bell, and from then 
on the new guest receives all the care and protec- 
tion that charitable love and medical science can 
give. About 60,000 children have been sheltered 
and educated in this foundling home. Once having 
been a guest in the institution, one may regard it 
as his “home” to return to at any time in case 
of need. 


Funeral services in Rio are rendered exclusively 
by the Santa Casa, by virtue of a special conces- 
sion, and this brings a considerable revenue in to 
the hospital. The monopoly on funerals dates back 
to the year 1850, when, during an epidemic of yel- 





Nurses on balcony of the Arnaldo de Moraes Maternity 
Hospital 
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low fever, there was a lack of hospital space for 
the stricken; the government offered the monopoly 
on funerals in return for the construction of addi- 
tional hospitals to meet the emergency. The Broth- 
erhood of Mercy built the needed hospitals. And 
today all income from funeral services contributes 
to the care of the indigent living. 


Hospitals of Beneficiary Societies 


In Rio there are several hospitals operated by 
beneficiary societies; and these hospitals try to 
solve the hospitalization problems of those people 
who are not eligible for admission to any of the 
charitable hospitals and do not wish to go to a hos- 
pital organized for profit. The beneficiary societies 
are formed by, and composed of, members of the 
same national or professional group. The members 
pay a monthly fee, which entitles them and their 
families to medical care and hospitalization. How- 
ever, admission to these hospitals is by no means 
restricted to members of the societies; if accom- 
modations are available, any patient will be ad- 
mitted at a rate slightly above cost. The service 
in these hospitals is excellent, and there is usually 
a waiting list for admission. There is the Hospital 
dos Estrangeiros or “Foreigners Hospital” (Amer- 
ican and British); the Hospital Alemao or “Ger- 
man Hospital” (recently taken over by the 
government and now operated as a hospital for the 
Brazilian Air Force) ; the Beneficencia Portugueza 
(a Portuguese hospital); and the Beneficencia 
Hespanhola (a Spanish hospital). 


The Instituto Medico Cirurgico Municipal, an- 
other project of the Assistencia Hospitalar, is near- 
ing completion. It is the future Municipal Center 
of Rio de Janeiro. It will have 1100 beds. It will 


"serve as a teaching hospital for medical students 


and nurses, and will offer abundant facilities for 
research and postgraduate work. The blueprints 
show that many observations made by Brazilian 
visitors to the United States have been incorpora- 
ted into the plans, and many an arrangement, 
notably those regulating an efficient flow of work, 
is credited to the late Doctor Goldwater. 


Casas de Saude 


But we do have in Rio, it must be mentioned, a 
number of hospitals organized for profit. In this 
class is the casa de saude or “house of health,” a 
common name used by many privately operated 
hospitals in Brazil. The casa de saude may be a 
large well-staffed and well-equipped hospital on a 
par with the best hospitals in the United States; 
or it may be a small sanatorium, well or badly 
conducted according to the inclinations and abili- 
ties of its owners. These institutions are usually 
owned by a group of doctors or laymen; that they 
are organized for profit, for a good substantial 
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PEOPLES-HOSPITALS IN RIO 
_Asitilmetis Hospitalar 





Right: Pronto Socorro Hospital. Up to 1930, this 
was the only city hospital. The hospital has been 
modernized and re-equipped. 








Left: Hospital Jesus, 
(Children’s hospital of 
200 beds) is one of the 
new city hospitals offer- 


Above: Hospital Miguel ‘ 
ing free service. 


Couto, constructed in 
1935, offers free hospital 
service. 





Below: Hospital Carlos 
Chagas, a free hospital 
constructed since 1935. 


Above: Hospital Getulio Vargas, one of the latest 
additions to the chain of city hospitals. This hos- 
pital of 300 beds (wards only) offers free hospital 
service. 
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profit, the men who own and operate them are 
quite frank enough to admit. 


While some of the better known casas de saude 
are really model hospitals (see illustration), the 
majority of them are much like a hotel in which 
the patient is given room and board; and although 
the equipment is satisfactory enough in these, the 
nursing and auxiliary personnel is insufficiently 
trained. Since it has become a time-honored Bra- 
zilian custom for a member of the family to stay 
with the ailing patient during his hospitalization in 
a private institution, the actual duties of the nurses 
are restricted to a few essentials—the remainder 
of the bedside care being assumed by the patient’s 
relative. In response to this custom, casas de saude 
furnish two-bed suites or single rooms containing 
a bed and a cot. The patient is attended by a physi- 
cian of his own choice, there being no staff restric- 
tions in this matter. 


The casas de saude are not looked upon with 
favor by the government health authorities, for 
they have been able to exercise but little control in 
regulating the standards of health and efficiency 
in these private institutions; the government has 


76 








Tuberculosis 
Sanatorium 
for 
Children 





Benjamin 
Grimaraes 
Foundation 


been able to exercise a limited control only in 
cases in which the private hospital has requested 
and obtained subsidies. Save in a few states of Bra- 
zil, there has not been, up until now, any law per- 
taining to the licensing or supervision by a govern- 
mental agency of the private hospitals; there has 
been no regulating or policy-making organization 
that could guide the hospitals or, through provision 
for registration and approval, encourage them to 
adopt uniform fundamental principles of hospital 
care, medical therapy, and training qualifications. 
However, with the national movement for uni- 
versal health, there is now, as mentioned herein- 
before, a trend toward control and standardization 
by federal health authorities. 


Hospitals Under Church and Denominational 
Ownership and Control 
There are with but few exceptions, and these 
small institutions, that are owned and operated by 
religious denominations in Brazil. The exceptions 
are generally small private institutions and are 
classified under the general classification of “Casas 
da Saude.” There are, however, quite a few hos- 
pitals in every category that are operated and 
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staffed by Sisters under contract arrangement. The 
control is retained by governmental, fraternal or 
private owners. 

All hospitals are obliged to pay taxes, at any 
rate, with the exception, of course, of the Santa 
Casa and the peoples-hospitals. 


The Shortage of Nurses 


If you ask the Brazilian hospital administrator 
what he considers his biggest problem, he will 
very probably point out the lack of adequately 
trained nurses. The shortage of nurses is, in fact, 
so acute that in several states the opening of 
recently constructed hospitals had to be postponed 
pending the gathering of a nursing staff. 


This lack of trained nurses, while aggravated by 
war conditions, is not due to the increasing war 
effort—as might be such a lack in the United 
States. As a matter of fact, nursing as a profession 
has never held any attraction for the Brazilian 
young woman with the personal and educational 
background pre-requisite to admittance into a 
school of nursing. 


Almost all nursing in Brazil is done by practical 
nurses or attendants hired by the various hospitals 
and trained by them in the practical aspects of 
bedside care. The renumeration of the practical 
nurse is low, and even a graduate trained nurse 
earns less than a young woman of equal educa- 
tional background and much less professional 
training is accustomed to earn in commercial or 
government employment. 


But now since the beginning of hostilities the 
outlook has changed considerably. Interest in nurs- 
ing is being stimulated by civic groups and govern- 
ment agencies, and also very effectively through 
the untiring propaganda of the press. The develop- 
ment of auxiliary organizations such as The 
Nurses’ Aides, The Volunteers, and The Gray La- 
dies has been rapid and now parallels such de- 
velopments in the United States. 


The Escola de Enfermeiras Ana Neri 


Outside of two schools of minor importance that 
give a limited course in psychiatric nursing, the 
only school of nursing in Brazil today is the Escola 
de Enfermeiras Ana Neri in Rio de Janeiro. The 
Ana Neri Nurses School was founded in 1922 and 
has been operated as a part of the University of 
Brazil. It is really an excellent school, offering a 
three-year curriculum of training patterned after 
those of the best nursing schools in the United 
States. Plans are under way, however, to open up 
additional schools, throughout the country, with 
the assistance of the Rockefeller Foundation. 


Ana Neri has, since the date of its founding, 
graduated over 900 nurses—fine women with high 
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professional standards and attractive personality, 
who have found their places as supervisors and 
teachers in the hospital and public health system 
of the country. 


At the present writing, the school has 200 stu- 
dent nurses enrolled. They are housed in a nurses’ 
home, ideally situated on the seashore. They re- 
ceive their training rotating about the general and 
special hospitals operated by the municipality, and 
their curriculum includes four months of public 
health nursing in the Municipal Health Centers. 
Ana Neri thus not only trains nurses for hospital 
and private duty, but lays the foundation for 
practice in the great field of public health nursing. 


Public Health Nursing 


Public health nursing is well organized here. 
There are fifteen Centros de Saude (Health Cen- 
ters) distributed by zone throughout the munici- 
pality; they are staffed with well-educated nurses. 
The government health authorities are keenly 
aware of the importance of public health nurses 
in the prevention and control of epidemics and 
communicable diseases. Considering that tropical 
and subtropical South America presents almost 
insurmountable health problems, the public health 
results obtained here so far speak well for the 
graduate of Ana Neri. 


Because of a shortage of health workers, the 
public health nurses at present are principally 
occupied with maternity cases and with the care 
of the tuberculous. Social service work is being 
planned and provided for, but it will remain in its 
present state of infancy until there are more 
trained workers available. It is hoped that in the 
not-too-far-distant future there will be an abun- 
dance of adequately prepared nurses, technicians, 
sanitarians, and educators. A great deal is expected 
of the future health worker, and in order to attain 
to these expectations the government has spared 
no means in taking measures to increase the facili- 
ties for public-health training. 


As Pan-American unity becomes more and more 
a matter of reality, as the Pan-American highway 
approaches completion and distances grow smaller 
and smaller, it is hoped that the day is not far off 
when personal contacts between health and hospi- 
tal workers of the countries of this hemisphere be- 
come matters of everyday occurrence. And I ven- 
ture to say that many an American hospital man 
who comes down to South America with a pre- 
conceived idea about governmental control of hos- 
pitals will return with a different outlook, and 
with the conviction that a centralized (or re- 
gional) hospital system under government guid- 
ance can be made to insure standardized hospital 
practice of superior quality—in Brazil. 
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An Endowed Hospital Laboratory 


P. GODFREY SAVAGE 


pital is well established and recognized in the 

scientific approach to the care of patients. 
The routine and special examinations of body 
fluids and tissues are of vital value in the diagnos- 
tic study and treatment of the patient, and for the 
measured control in his recovery. The other serv- 
ices found under the direction of the hospital lab- 
oratory generally include blood and plasma banks, 
blood typing and transfusions, preparation of se- 
rums, sensitivity tests, basal metabolism determi- 
nations, post-mortem examinations and the many 
special investigations called for by the alert and 
progressive physician. 


Te PLACE of the laboratory in the modern hos- 


The Laboratory—The Center of Scientific Work 


While the hospital laboratory has had a good de- 
velopment and the strong support of the medical 
profession, its usefulness extends beyond the serv- 
ice to patients in the hospital. It is the center of 
scientific work of this character for the whole com- 
munity. All patients of the physicians in the entire 
area are served and benefited by the existence of 
such a laboratory. 


In order to fulfill a useful program it is neces- 
sary to have the service available at all times. To 
make this effective there must be a well-balanced 
organization so that the work can be done when 
an order is received. So as to avoid undesirable de- 
lays, a member of the laboratory staff must be in 
the department, or on call, for the greater part of 
the twenty-four hours, every day. 


Such a laboratory, under the direction of a fully 
qualified medical director, becomes a source of in- 
fluence on the professional standards of the med- 
ical staff. It is a sound center for starting out on a 
course of study and action in the improvement of 
the patient’s condition. It is like the support of 
extended credit by a strong financial institution. 
It has the resources to back up the undertakings 
of the individual in his program. 


Laboratories of this character are quite usual in 
large hospitals and in cities where there is a heavy 
demand for the service. When connected with uni- 
versity hospitals they become adjuncts of various 
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research divisions of other departments and have 
a wide scope of usefulness. 


The Laboratory in the Small Community 


In small communities, however, there are a 
number of obstacles in creating a laboratory of 
value. In addition to the limited amount of ma- 
terial for study, the budget rarely permits the 
needed funds for adequate personnel and equip- 
ment. Frequently, a county laboratory, operated 
with state assistance, fulfills the general require- 
ments of the medical profession. Often there is not 
a great amount of interest in the work of the hos- 
pital laboratory beyond the routine examinations. 


As a result of these conditions, the development 
of a worth while laboratory in the small hospital 
depends somewhat on the element of chance and 
circumstances. It would be more correct, perhaps, 
to state that if it had been possible to secure a di- 
rector who can inspire and develop a real interest 
in the more scientific aspects of the examinations, 
a valuable department can be established, even 
with limited resources. If circumstances permit 
suitable quarters and equipment, the laboratory 
will become an important place in the hospital and 
the community. 


This situation has occurred at the Niagara Falls 
Memorial Hospital. Some years ago the physical 
facilities were realized when a small separate 
building became available for the department. 
From a well-functioning laboratory it was then 
possible to expand into proper divisions of the 
service with separate quarters for the various 
types of work. 


The Floor Plan Arrangement 


In the floor plan the arrangements of the de- 
partment are shown. The room for bacteriological 
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studies is supplied with a suitable work bench, 
autoclave, two refrigerators and a controlled tem- 
perature cabinet. This service is well segregated. 
The director’s study and library are adjacent to 
the rooms for microscopic work. This room con- 
tains the equipment for the preparation of tissues, 
including a microtome for frozen sections and one 
for paraffin sections, slide supplies, staining solu- 
tions and microscopes. The large central room is 
used for the chemical laboratory and is well- 
equipped with benches, hood, centrifuge, electric 
photometer, chemical balance, small electric fur- 
nace, cupboards and general equipment. 


The rest of the department includes a supply 
room for chemicals and a water still. Adjoining 
this is the blood plasma bank room, with a refrig- 
erator for quick freezing and other equipment. 
There is a locker room for the laboratory staff and 
a small room for making basal metabolism tests. 
The interior corridor serves as a reception space 
for visitors and out-patients. 


Laboratory Organization and Performance 


The organization consists of a medical director, 
a bacteriologist, chemist, hematologist, tissue tech- 
nician and an assistant. The director is responsible 
for all findings of the department, performs autop- 
sies, biopsies and conducts pathological confer- 
ences at meetings of the medical staff. He inter- 
prets the usefulness of the department to the phy- 
sician and others. The blood plasma service is also 
under his direction. The bacteriologist does the 
blood cultures, blood typing, animal tests, sensi- 
tivity tests and prepares the autogenous vaccines. 
The chemist does the blood and urine examina- 
tions, some blood typing and sensitivity tests. Fre- 
quently he has special work which may develop 
from problems brought to a laboratory. The senior 
technician serves as hematologist, obtains blood 
specimens from the patients and shares in the other 
work of the department. The junior technician 
takes care of the preparation of tissues and slides. 
She also makes out reports and files records and 
conducts the basal metabolism tests. 


With this force a schedule of service has been 
set up whereby the laboratory is open from 8:00 
a.m. to 10:00 p.m. and certain members of the staff 
are on call during other hours, and on Sunday, to 
meet the demand for emergency service. Having 
the department open until 10:00 p.m. makes it 
possible to have reports in the case records of the 
patients early in the morning and before any op- 
erative procedures are undertaken. This is of im- 
portance at the present time because of the neces- 
sary close scheduling of operations soon after ad- 
mission. 


While the laboratory is primarily of service to 
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hospital patients there is a large volume of work 
for out-patients. This is considered an integral part 
of the department’s activities. The amount of 
work during the past year, including both the in- 
side and outside service, was as follows: 





Hemotology 
Blood Chemistry 
Urine Chemistry 
Cerebrospinal Fluid 
Function Tests 
Bacteriology and Serology 
Other work 


Total for Year 


14,432 Findings 
1,1 











The charges for the work are made according to 
a schedule for individual examinations. For hos- 
pital patients, however, after these charges total 
$20, all additional service is rendered without cost 
to the patient. For example — laboratory fees 
amounting to $150 would result in a charge of $20 
to the patient. This arrangement does not apply 
when the account is to be paid by insurance com- 
panies or other corporations. This courtesy credit 
amounts to more than $4000 a year. The extension 
of free laboratory service is possible because the 
volume of outside work results in earnings some- 
what greater than the costs of operation. This is 
a very desirable situation because it permits 
proper remuneration to the employees on the lab- 
oratory staff and additional diagnostic services in 
difficult cases. 


An unusual development at the Niagara Falls 
Memorial Hospital has been realized during the 
past few years in the establishment of an endow- 
ment fund for the laboratory. The fund, amount- 
ing to $40,000, was given to the hospital for this 
purpose by the president of a large industrial 
plant, who is also a scientist, and thoroughly ap- 
preciates the practical and potential values of 
such an arrangement. The fund is used for new 
scientific equipment, instruments and other per- 
manent improvements in the department. The in- 
come may also be used for research work when 
the opportunity is favorable. As a means of guar- 
anteeing the standards of a small laboratory, it 
would be difficult to devise a more satisfactory 
provision for permanency and progress. 


Many laboratories in universities are endowed 
by generous and understanding benefactors. In 
the hospital field it is more usual to find bequests 
or gifts for providing free service. It is quite pos- 
sible that contributions for important and special- 
ized departments will become more common as 
the increase in the use of hospital insurance plans 
reduces the need for charity in the form of free 
service to the private patient. The endowed hos- 
pital laboratory seems to have an appeal of its 
own. What has occurred at this hospital may be 
found possible elsewhere. 
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Blue Cross News 


BLUE CROSS GROWTH 
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The Blue Cross Plans of the 
American Hospital Associa- 
tion now provide hospital and 
maternity care to 11 million 
Americans. In 1943 they will 
add 4 million more members, 
will pay the hospital bills of 
more than a million patients, 
will serve as “godfather” to 
200,000 “prepaid” babies. 
The movement is voluntary, 
on a nonprofit basis, and is 
made effective through the 
cooperation of 175,000 em- 
ployers. 
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Plans Reach 1943 Goal 


The rapid growth of Blue Cross Plans during 
the past several years showed no deceleration due 
to war conditions, and on January 1, 1943, the 77 
approved plans reported an active enrollment of 
4,881,047 subscribers and 5,577,852 family mem- 
bers. The net-increase in enrollment during 1942 
was therefore 2,002,634 participants. This gain rep- 
resents an increase of more than 23 per cent in a 
single year. The total of eleven million shown 
above is a result of adding the subscribers, their 
dependents, and the military contracts in suspense. 
Family dependents outweigh subscribers by 53 per 
cent to 47 per cent, and in recent months this 
percentage of dependents per contract has been 
on the increase. 
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Mid-Winter Conference of Plans 


Representatives of approved Blue Cross Plans 
will hold their annual Mid-Winter Conference in 
the Drake Hotel, Chicago, February 8 to 10. Reser- 
vations to date indicate an attendance of about 
150 persons. Morning and afternoon sessions will 
be held to discuss subjects pertaining to Plan oper- 
ation. The noonday luncheon meetings will feature 
addresses by James A. Hamilton, president, Amer- 
ican Hospital Association; Louis H. Pink, pres- 
ident, Associated Hospital Service of New York; 
R. H. Bishop, Jr., M.D., director, University Hos- 
pitals, Cleveland; and a welcome by R. T. Sher- 
man, president, Plan for Hospital Care, Chicago. 
The dinner meeting at 6:30 on Wednesday will fea- 
ture a speaker of interest to hospital administra- 
tors and they are invited to attend. 


81 








Hospital Admissions in December 


THE TREND: Admissions reach all time low 


On an annual basis, 9.3 per cent of the eligible 
participants in Blue Cross Plans were hospitalized 
during December of this year as compared with 
9.6 per cent in November. This represents a de- 
crease of approximately 3.1 per cent for the month, 
and it was 13.5 per cent less than the average for 
the year. 


The incidence of hospitalization during Decem- 
ber, 1942 was also approximately 3 per cent less 
than during December, 1941 but the annual aver- 
age for 1942 was 1 per cent greater than the an- 
nual average for 1941. 


The average length of stay was more:-than .4 
day longer (8.21 days) in eighteen Plans for De- 
cember than for November due in part to the 
postponement of minor elective surgery performed 
during the Christmas holidays. Greater lengths of 
stay of patients hospitalized in December may 
have resulted in approximately the same number 
of patient days provided by Plans in December 
and November 1942. 
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A. B. Hazzard 


“With deep sorrow the Board of Directors of 
The Associated Hospital Service of Philadelphia 
records the death on December 21 of A. R. Haz- 
zard, a member of the Board of Directors since 
January 1942, and extends heartfelt sympathy to 
members of his family, the Directors of the hos- 
pital of which he was administrator, and his 
friends. 


“For many years prior to his coming to Phila- 
delphia, Mr. Hazzard had been actively interested 
in the problems of group hospitalization, having 
been the director of one of the earliest nonprofit 
plans in Pennsylvania. This experience, added to 
his sense of human needs and values, particularly 
fitted him for his election to membership on the 
Board of Directors of The Associated Hospital 
Service of Philadelphia. His service in that posi- 
tion was marked by his loyalty to the spirit of 
this community enterprise and by his able repre- 
sentation of hospital needs.” 


A graduate of Syracuse University, Mr Hazzard 
served overseas in the first World War with a rank 
of Captain. He was superintendent of Easton Hos- 
pital, 1926-1940; director of the Hospital Service 
Plan of the Lehigh Valley, 1935-1940; and superin- 
tendent of Chestnut Hill Hospital, Philadelphia, 
since March 1940. 
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In Military Service 


Blue Cross Plans have had their personnel de- 
pleted to the total of 250 men inducted into the 
armed forces. Of the 77 Blue Cross Plans, only 
15 have not had staff losses, and some of the larger 
plans have given a high percentage of their male 
employees to the military. New York City, for in- 
stance reports 57 men inducted; Massachusetts, 18; 
Michigan, 15; Philadelphia, 18; Cleveland, 10; Min- 
nesota, 13 and Chicago, 8. 





City Hall Lights in Milwaukee Told of the Plan’s 
Enrollment of 100,000 Subscribers. 


Member Hospital Cooperates 


Waukesha Memorial Hospital, Waukesha, Wis- 
consin, believes that the Blue Cross idea should 
reach a maximum membership in the shortest pos- 
sible time. As a measure of cooperation with the 
Wisconsin Plan—Associated Hospital Service, Inc. 
—the hospital recently sent out a letter of infor- 
mation over the signature of L. F. Thurwachter, 
president of the Board of Directors of the Hospital. 
Part of the letter states, “A Health Analysis Sur- 
vey Service is now being offered to the employers 
of Waukesha by the Waukesha Memorial Hospital 
through the cooperation of the Blue Cross Plan. 
Nation-wide health surveys reveal that adequate 
hospitalization is saving 2,000,000 days for war 
production, etc.” Employers have been calling the 
Hospital in response to the letter, and they are 
then referred to the Plan so that a representative 
will call on the employer to explain the advan- 
tages of Blue Cross. 
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Curtis &. Burnett 


Curtis R. Burnett, executive vice-president of 
Hospital Service Plan of New Jersey, died sud- 
denly of a heart attack, December 22. Mr. Bur- 
nett was a leader in the Blue Cross Plan field and 
his passing is a loss to the national movement. An 
editorial in his home town paper expresses also 
the feelings of hospital administrators and plan 
executives with whom he came in contact and is 
here printed as a tribute. 


“Curtis R. Burnett was a citizen of Newark 
in the true sense. Here he was born and here 
he spent his life. His untiring devotion to the 
community was manifested in many ways, 
through many years. No appeal for participa- 
tion in any cause that would contribute to 
Newark’s advancement was made to him in 
vain. A man of versatile capacity, his public 
and civic interests were as varied as they were 
numerous. 


“His earliest elective office was to the old 
Newark Common Council and his latest to the 
Essex Board of Freeholders, to which he was 
re-elected last month for a third term. On the 
board Mr. Burnett’s service was distinguished 
by a courage which did not fail when difficult 
decisions were to be made. He was long active 
in hospital work. One of his prime services 
was his part in the development of Presby- 
terian Hospital, an institution that held first 
place in his affections. In his later years he be- 
came executive vice president of the Hospital 
Service Plan of New Jersey. He was on an er- 
rand to Trenton for that organization when he 
died, in harness to the last.” 


—Newark News, December 23, 1942. 
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Edgar Bamberger 


Hospital Service Plan of New Jersey elected 
Edgar S. Bamberger as executive vice-president, 
it was announced by H. Theodore Sorg, president 
of the Plan. Mr. Bamberger succeeds the late Cur- 
tis R. Burnett. Mr. Bamberger was also elected 
trustee to fill the vacancy caused by the sudden 
death of Mr. Burnett. 


The appointment is to a full-time position with 
the management of the Plan of which J. Albert 
Durgom is executive director. In commenting on 
his election, Mr. Bamberger stated: “I am de- 
lighted to accept this opportunity for community 
service which has established such a remarkable 
record in meeting hospitalization needs. The coop- 
eration of New Jersey industries and the rapid 
growth of employment occasioned by the war 
program point the way to even greater growth 
in serving both employee and his family de- 
pendents.” 


Mr. Bamberger is widely known and has had a 
broad business background as vice-president and 
secretary of L. Bamberger & Co. during his affili- 
ation with that organization. He was born in Bal- 
timore, Maryland, and graduated from the Johns 
Hopkins University in 1903. He is a trustee of the 
Presbyterian Hospital as well as trustee of Newark 
University, and Newark Museum. He is also a 
trustee of The Institute for Advanced Study at 
Princeton, New Jersey and secretary as well. 
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R. F. Cahalane, Rev. John J. Bingham, 
and Dr. R. H. Bishop, Jr. 


Blue Ribbon Winners 


The Committee on Awards of the American Hospital 
Association Public Education Council will award a Blue 
Ribbon in each class for the outstanding Bulletin or House 
Organ produced by— 


(1) A single hospital, 
(2) A city, state or regional hospital association. 


The judges will be— : 
R. F. Cahalane, Chairman 
Rev. John J. Bingham 
Dr. R. H. Bishop, Jr., 


assisted by two technical experts—Elmer Jacobs, na- 
tionally known artist, and H. J. (Hig) Higdon, 
famed editor of the Phoenix Flame. 


At the suggestion of Oliver G. Pratt, Chairman of the 
Committee on Mid-Year Conference, hospital association 
secretaries and presidents have been asked to send copies 
of bulletins, house organs, circulars to L. C. Vincent, 18 
East Division Street, Chicago. These should arrive no later 
than February 8, and all will be displayed at the meetings 
in the Drake Hotel. 


Letters To Hospital Personnel 


F. Stanley Howe, director, Orange Memorial Hospital, 
Orange, New Jersey, recently addressed letters to the 
Hospital’s Nursing Force and to General Personnel, point- 
ing out the place of the hospital in the war effort, and the 
patriotic contribution of the loyal employee who with- 
stands the blandishments of “war work-quick money” 
appeals, and helps the hospital maintain public service 
during a time of stress. In explaining the purpose of the 
letters, Mr. Howe said, “The special reason for the let- 
ter to nurses was the fact that some of them are leaving 
us not because they particularly want to, or are going into 
war service, but because they are troubled at not being 
able to do as much for their patients as they could in 
pre-war times. We hope that this letter will show them 
that a conscience is all the more reason for staying on 
the job.’’* 





*The complete letters may be had by writing Mr. Howe, or the 
Hospital Service Plan Commission. 


Hospital Public Relations 
and the Photo Editor 
Thaddeus Allen 


Director of Public Education, Wesley Memorial Hospital 
hicago 


The notorious sales resistance of newspaper photo edi- 
tors has reached a new high since both film and flashlight 
bulbs are increasingly hard to get. No longer will you be 
greeted with glad cries of welcome when you bring in a 
picture of the Hospital Auxiliary tea party. Instead, your 
photograph will have to compete for space with battle- 
ship sinkings, P 38’s, and the WAACs on parade. 
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Put yourself in the photo editor’s place. Across his desk 
hundreds of pictures pass—many of them of vital national 
news significance. Swiftly, almost automatically, he must 
select a small number for insertion daily. What is he 
looking for in a picture? What does he ask of it? 


Has it human interest? The first baby born in 1943 will 
be gladly photographed, but not the first appendectomy. 
Children make natural subjects and papers print their 
pictures in and out of season. Recently a four-year-old 
girl made the front page of one of our leading Chicago 
dailies. The story? She had recovered from severe burns. 
Hundreds of other burn cases were not reported. 


Has it scientific interest? The popularization of all sorts 
of scientific developments has created a genuine appetite 
on the part of lay people to know what is new. If your 
hospital is doing a piece of significant research, which can 
properly be released to the press, papers will be glad to 
publish a picture illustrating it. 


Has it story interest? Some patients are “news” by vir- 
tue of their names and importance. Other patients become 
“news” because of the events causing their illness. Not 
long ago we had a missionary patient who had been 
through the siege of Singapore, and subsequent intern- 
ment in a Japanese concentration camp. He had a great 
story, and his picture was welcomed by the press. 


Has it humanitarian value? The busiest photo editor, 
if he can, will gladly use a picture which will aid the 
hospital in increasing its service to the community. News- 
papers give millions of dollars worth of publicity to chari- 
table institutions as a contribution to public welfare. A 
second or third rate picture from a photographic stand- 
point, has a good chance of insertion—if the picture editor 
is convinced that it will help you help others. 


If your picture measures up in human interest, in sci- 
entific value, in story appeal, or in service to the com- 
munity, the chances are good that it will be published. 


Here are a few practical suggestions which will endear 
you to the photo editor’s heart. When photographers 
arrive at the hospital for a picture, take them to the scene 
with the minimum of delay. If the picture is of a patient, 
secure the doctors’ permission, as well as the patient’s, 
before the cameramen arrive. Give them access to a tele- 
phone to call their offices as soon as the picture is taken. 
Have the story or caption written out and be deadly accu- 
rate in the spelling of all names. If you supply the picture, 
have it be an eight by ten glossy print, focused sharply to 
stand clear reproduction. 


Have you ever called on your photographic editor, when 
you didn’t have a picture you wanted printed? Some time, 
soon, drop over to his desk, after his dead line, and have a 
friendly chat with him. He can do a great deal for your 
hospital. 


Below: Thaddeus Allen and Vern Whaley, Photo Editor, 
Chicago Herald-American. 
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Motion Pictures in Public Relations Program 


ABRAHAM OSEROFF 


The Hospital Service Association of Pittsburgh has enrolled more than 525,000 subscribers, and a great measure of 
this success has been due to the extensive program of public relations conducted by this Association in Western Penn- 
sylvania. In the following article Mr. Oseroff describes the use of motion pictures and in succeeding issues he will give 
the details of prestige endorsements, radio, displays, hospital pamphlets, house organs, and other media of public rela- 
tions used by the Hospital Service Association of Pittsburgh. 


a message to a public who will be compelled 

by the very nature of this medium to con- 
centrate the faculties of sight and sound on what 
you have to say. To those familiar with this form 
of public relations there is little question that one 
of the most powerful influences on the emotions 
and minds of men, women, and children today is 
the motion picture. The skillful plotting of a mo- 
tion picture can induce millions to hate, love, re- 
sent, admire, or desire to emulate. The sympathetic 
presentation of an idea by motion pictures may 
prove a tremendous educational force. It is these 
qualities of this comparatively new instrument 
that we have sought to capitalize by means of “the 
movies.” 


Ce MOTION PICTURES can be made to convey 


Our program of motion pictures was carefully 
planned. It was assumed from the beginning that 
every phase of the program would have to stand 
professional evaluation, for we did not consider 
this an opportunity to try out amateur experimen- 
tation. Instead we felt—and we still believe—a 
sloppy film may do far more harm than good. With 
this guiding rule the program took into considera- 
tion the three important divisions of motion pic- 
'ture work: (1) Production, (2) Distribution, and 
| (8) Exhibition. 


Producing the Motion Picture 


At the thought of the expense involved hospitals 
| and hospital service plans have in the past no 
doubt deleted from their public relations budget 
any consideration towards making a film. There has 
been so much publicity to the effect that thousands 
of dollars were necessary for the production of a 
motion picture that few organizations in our field 
| have taken the trouble to investigate fully the 
| Possibilities of creating a motion picture. Yet we 
here in Pittsburgh have produced a film the com- 
plete cost of which has been no more than that of 
| issuing one of our printed brochures. How did we 
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@ Abraham Oseroff is Director of Montefiore 
Hospital, Pittsburgh, Pennsylvania. 





do it? By detailed planning and use of available 
resources. 


We realized, of course, that our budget would 
not permit a complete program reel, so we deter- 
mined to produce a short short—or a movie “clip” 
as such is known in movie parlance. This clip was 
to consist of three minutes of sound motion pic- 
tures which would establish the story of our ser- 
vice and which would, in addition, communicate 
to audiences the full prestige of our Association. 
Quite a large order, you may say, to be included 
in three minutes. That precisely was the expressed 
sentiment of our public relations department 
when this assignment was made. Script after 
script was written and discarded; ideas were de- 
veloped and thrown out, but finally there evolved 
a script which appeared to meet our requirements. 
In brief, this scenario called first, for an endorse- 
ment of our services by a nationally known figure; 
second, for scenes of patients receiving hospital 
service, third, for approval of our Association by 
local civic leaders, and fourth, for appropriate title 
frames—all this arranged in such a fashion as to 
fit smoothly into a movie newsreel. 


Upon approval of the scenario the next step, 
naturally, would be to proceed and shoot the pic- 
ture. But where was our nationally prominent 
personage? Were we to go to the expense of bring- 
ing such an individual to Pittsburgh—or could we 
afford to send a camera crew to Washington or 
New York City for that purpose? Again the budg- 
et said no. We would have to bide our time and 
wait for this important person to come here, or 
be passing through Pittsburgh. In the meantime 
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we would go over all the details of production 
with a local commercial motion picture studio and 
prepare the title frames in advance. 


While awaiting this next development we re- 
ceived the heartening news that the Hospital Ser- 
vice Plan Commission had completed its film THE 
Common DEFENSE. Upon reading the script we im- 
mediately ordered five 35 mm. prints and two 16 
mm. prints. This ten minute film we are pleased to 
state has more than lived up to expectations; its 
photography is excellent and this reel has since 
assumed a pivotal position in our whole program 
of motion pictures. 


Not long after we received THE Common DE- 
FENSE prints the prominent personage we were 
seeking arrived in town—Federal Security Admin- 
istrator and War Manpower chief Paul V. McNutt. 
Mr. McNutt was scheduled to speak before a uni- 
ted rally of the C.L.O. and the A.F. of L., and when 
our public relations file disclosed that he had pre- 
viously commended the hospital sponsored move- 
ment, we at once prepared to adapt this statement 
to the present situation. Following the meeting 
that night, Mr. McNutt consented to face sound 
and movie equipment which had been set up in a 
dressing room off stage. 


It may be well at this point to mention that al- 
though all the camera and sound recording of the 
movie was accomplished locally we insisted that 
the processing and preparation of the final prints 
be made in a top-flight laboratory. The negative 
of Mr. McNutt’s statement was consequently sent 
to New York City and shortly afterwards a 
“scratch print” or practice print was returned to 
us for inspection. Examining the print it occurred 
to us that we need not keep this part of the film 
in storage until completion of the entire clip; we 
could splice Mr. McNutt’s endorsement of the 
Hospital Service Association of Pittsburgh on to 
the finale of THE Common DEFENSE. And that is 
exactly what we did. Special title frames were 
prepared and the result was that many who 
viewed this version of THE ComMoN DEFENSE re- 
ceived the impression that it had been originally 
produced in that manner. THE Common DEFENSE 
—McNvtr picture has to date played in more than 
200 theaters in Western Pennsylvania. The total 
cost of adding Mr. McNutt’s endorsement and the 
title frames amounted to only $208.35. 


Now that we had a film playing before regular 
movie audiences we were able to study reactions 
and better determine the procedure to follow with 
the remainder of our proposed movie. Sitting in 
the darkness of a theater and hearing the com- 
ments of an audience in regard to your movie is 
truly a valuable experience. Some of the things 
discovered are indeed amazing. Features of hos- 
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pital service which you always considered quite 
obvious now strike you as in need of clarification, 
Other points now embarrass you by their obvious 
repetition. Once again then the script of the pro- 
posed newsreel clip had to be changed. 


At the Fifth Anniversary Celebration of this 
Association our film was completed. Motion pic- 
tures were taken of the Mayor of Pittsburgh issu- 
ing a proclamation designating Hospital Service 
Week, while leaders in the fields of medicine, busi- 
ness, and industry looked on and added their com- 
mendations. Letters endorsing our service from 
Secretary of State Cordell Hull, Secretary of the 
Navy Knox, Surgeon General Parran, Governor 
James, Wendell L. Willkie, and a montage of hos- 
pital scenes taken from the National Hospital Day 
Trailer, were all woven into the final shooting 
script. 


Upon the completion of this three minute film 
we booked it into all the first run downtown 
theaters in Pittsburgh where it was shown as part 
of the regular newsreel. Later 10 prints of this 
clip were shown in more than 200 theaters in 
Western Pennsylvania with more than gratifying 
results. 


At the first of the month following the comple- 
tion of our clip we received a bill from the movie 
studio which read, “For producing trailer and 
making ten prints of same—$466.19.” 


What we have described above does not include 
all of our production efforts. Throughout the year 
special title frames for special events were pre- 
pared. For instance at Everett, Pennsylvania we 
conducted a community enrollment during which 
the local hospital gave us the finest cooperation. 
The superintendent of the hospital personally 
made arrangements to show the 16 mm. print of 
our Common DerensE—McNutrt film at the local 
American Legion Hall on the opening night of the 
drive. The following night our 35 mm. print went 
into the only commercial theater in that locality, 
where it played one week—through two changes 
of program—despite the fact that we had shown 
this film four days at that same theater some 
months previously. This time, however, we spliced 
in a special announcement advising theater pat- 
trons of the community enrollment and that mem- 
bership forms were obtainable at the local hos- 
pital. 


Before concluding the subject of producing films 
we would like to say that many ideas suggest 
themselves for the future. We are now preparing 
a trailer carrying a message from an official of the 
United Steelworkers of America urging workers 
in the Johnstown district, the locale of the huge 
Bethlehem Steel Plants, to enroll in the hospital- 
sponsored movement. We plan to include this film 
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in a full educational program of movies to be 
shown members of the steel union locals. 


Distribution of the Motion Picture 


Prior to arranging for the showing of our films 
in commercial movie houses we submitted all of 
our 35 mm. prints to the Pennsylvania State Board 
of Film Censors. These were viewed by represent- 
atives of the Board and we were granted a seal 
of approval for each print. 


Our next step was to instruct each of our field 
representatives to contact an independent theater 
owner in his district towards previewing the film 
for him. Almost all of the theater owners con- 
tacted were already known to the representatives 
in connection with group membership in our Asso- 
ciation. We did not, however, furnish the films to 
these theaters ourselves. Instead, we allowed a 
commercial motion picture distributor to do this 
job for us. You may say here that we apparently 
took a roundabout way of doing things, for it 
would have been much simpler to ship directly a 
print to each theater owner with whom a booking 
had been arranged. 


There was, however, a “method to our madness,” 
for we had anticipated the need of a distributor 
for our product. Furthermore, we visualized the 
need for developing a circuit of theaters that 
would be ready to accept our films without ques- 
tion and delay. Accordingly we made arrange- 
ments with a distributor to pick up and deliver 
our prints at a flat rate so low as to be almost 
negligible. 


The distributor’s fee was not for booking, nor 
was any portion of it to be paid to the movie 
exhibitor. The fee was to cover shipping, inspec- 
tion, and maintenance of the prints in good condi- 
tion—packing, delivering, and returning the prints 
to meet the booking schedule. 


The precedure we next followed was to arrange 
previews of our picture at the local film center, 
and this was accomplished through the good offices 
of our distributor. At these previews we pointed 
out to the theater men first, the entertaining qual- 
ities, and only secondly, the educational aspects 
of our film. 


Once bookings were made, word of mouth pub- 
licity among exhibitors did the rest. Since then 
on several occasions we have been told by ex- 
hibitors that our films bring a refreshing change to 
their customary programs and they are now eager 
to show any other films we may care to send them. 


Exhibiting the Motion Picture 


We always order 16 mm. copies of films that we 
show in commercial movie houses, as these are 
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included in programs presented to clubs, organiza- 
tions, employee groups, and such. The field repre- 
sentative of this Association is asked to be on the 
alert for such meetings, for when a program chair- 
man is approached with an offer to fill in from 15 
minutes to as much as an hour of the program of 
such a meeting with good educational sound mov- 
ies we usually find a hearty acceptance. 


Only recently one of our field representatives 
persuaded the manager of a small manufacturing 
plant to permit the showing of our film to his 
workers. Arrangements were made to exhibit the 
film in a high school building directly across from 
the factory. As each shift of employees came on 
duty they were told to report to the high school. 
There they were shown our ComMMON DEFENSE— 
McNutt film and a newsreel morale film featuring 
General MacArthur—the complete program to- 
taled no more than twenty minutes. Within the 
following day, out of the 145 employees of this 
plant, we enrolled 128. Literature, and posters, we 
hope will bring most of the remaining into the 
fold before long. 


Another example of the efficacy of the 16 mm. 
showing of our films is an experience we had not 
long ago at Coudersport, Pennsylvania. At the an- 
nual meeting and banquet for the Coudersport 
General Hospital, which was attended by prac- 
tically the entire male population of the commun- 
ity, an inspiring talk was delivered by our field 
representative. This was immediately followed by 
the showing of our film. The following morning 
the President of the Board of Trustees of the 
Coudersport General Hospital was notified that a 
member of the preceding night’s audience had de- 
cided to offer to the community a valuable tract 
of land for the building of a new and modern hos- 
pital. The good will engendered by this action, of 
course, was not detrimental to the hospital spon- 
sored movement in that community. 


The question has been asked many times as to 
how we were able to persuade the large theater 
chains to show our product when these organiza- 
tions are notoriously shy to requests of this nature. 
Our formula, if it may be called that, was to study 
the particular problems of the movie chain and 
act accordingly. For instance, we considered it in- 
advisable to attempt to book THE Common DE- 
FENSE into the entire local Warner theater chain. 
Due to a back-log of film and pressures from the 
national office such an attempt would have had 
small chance of success. We, therefore, did not in- 
itiate any such endeavors but waited for the 
proper opportunity. At Punxsutawney, Pennsyl- 
vania such an opportunity arose. Here we were 
able to conduct a community enrollment with the 
local Chamber of Commerce serving as our main 
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sponsors. When the District Manager of the War- 
ner chain was advised of this situation he con- 
sented to the showing of THE CoMMON DEFENSE 
at their Punxsutawney outlet—in fact throughout 
the drive our film was bicycled between two of 
their largest houses in that town. 


The timeliness, the nationally prominent per- 
sonages, and the local celebration angles of our 
newsreel clip, we felt, would interest the theater 
chain. Expectations were correct and, after a pre- 
view showing, our clip was booked into 41 key 
Warner houses in Western Pennsylvania. At the 
present writing this clip is being scheduled into 
the more than 200 independent theater circuit de- 
veloped through our distributor. In addition, plans 
are now in the making for the showing of the 
American College of Surgeon’s new film R.N.— 


SERVING ALL MANKIND over this circuit purely as 
a public service measure by the Hospital Service 
Association of Pittsburgh. 


In closing we should like to mention that we 
have developed a program of promotion in con- 
nection with all commercial theater showings of 
our films. Appropriate news stories are sent to 
local periodicals prior to each playing, and at the 
same time our Hospital Relations Department in- 
vites the staff members of each hospital in that 
locality to view the film. 


Experience has reinforced our belief that the 
motion picture serves as a tremendous educational 
force in the field of hospital service. Whenever 
and wherever possible we plan in the future to 
utilize further this medium of public relations. 


PRODUCING THE MOVIE “CLIP” 


The camera is about to record the signing of a proclamation designating Hospital Service Week in Pittsburgh. In the 

left foreground are Alfred L. Golden, Public Relations Director of the Hospital Service Association of Pittsburgh and 

a cameraman. In the range of the camera from left to right are Dr. George L. Wessels, president of the Hospital Confer- 

ence of Pittsburgh; Arthur E. Braun, industrialist and bank president; Abraham Oseroff, vice-president of the Hospi- 

tal Service Association of Pittsburgh; M. A. Silver, general manager of Warner Brothers theaters in Western Pennsyl- 
vania, Ohio, and West Virginia; and Mayor Scully of Pittsburgh. 
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Solving the Food Shortage Problem 





in a Large Hospital 


RALPH C. TAYLOR, PUEBLO, COLORADO 


« 


fathered, officials of the Colorado State 
hospital in Pueblo have met the situation 
by expanding its own food production. 


A NTICIPATING FOOD SHORTAGES that the war has 


Last spring the institution leased farming lands 
to augment its state-owned gardens. When the 
WPA discontinued its canning factory the hospital 
purchased the equipment and from July to De- 
cember canned 91,584 gallons of vegetables and 
fruits. 


Actually the patients at the hospital have been 
producing to a great extent the food they consume, 
and at the same time have been doing work that 
has helped rehabilitate them. Not to be overlooked 
is the tremendous financial saving to the hospital. 
But, even more important now, is the fact that 
food is in the institution’s storehouse that cannot 
be purchased at any price on the market, because 
it is not available in the quantities needed. 


The 91,584 gallons represent a year’s supply of 
canned fruits and vegetables and include 21,431 
gallons of tomatoes, 10,580 gallons of string beans, 
5493 gallons of peas, 5233 gallons of plums, 10,072 
gallons of pears, 349 gallons of pear butter, 11,648 
gallons of peaches, 4736 gallons of cherries, 9915 
gallons of apricots, 10,030 gallons of apple sauce, 
10,402 gallons of apples and 695 gallons of apple 
butter. 


At no time were more than three employees 
used in the canning plant; patients did most of 
the preparation and canning of the produce under 
supervision. 


In addition to vast quantities of vegetables used 
in season, the hospital gardens furnished 263,158 
pounds of produce for canning. The hospital pur- 
chased 427,716 pounds of Colorado-grown fruit, 
mostly from Fremont county and the Western 
slope. 
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The cost of fruits and vegetables, cans, salt, 
sugar, miscellaneous supplies, salaries and equip- 
ment totaled $26,921.70, compared to a market 
value of $56,915.45 for the 91,584 gallons canned, 
leaving a savings to the taxpayers of $29,993.75. 
The entire cost of the canning equipment, $995.63, 
was absorbed in this year’s costs. 


Besides the canned foods, there has been stored 
in hospital cellars for winter use, 161,520 pounds 
of cabbage, 156,400 pounds of carrots, 80,000 
pounds of beets, 36,375 pounds of turnips, 20,800 
pounds of parsnips, 4285 gallons of sauerkraut, 
5565 gallons of pickles, 172,500 pounds of yellow 
onions, 31,920 pounds of white onions, 74,025 dozen 
celery and 50,000 pounds of dry beans. 


The hospital’s poultry farm of 10,000 white leg- 
horns averages 240 dozen fresh eggs a day. The 
turkey ranch produced 1100 turkeys for the 
Thanksgiving and Christmas dinner. 


The piggery, which consumes feed grown on the 
farm and kitchen scraps from the hospital, aver- 
ages 700 hogs in the herd. Hogs are butchered at 
the rate of 50 monthly. 


Another vital source of food supply is the insti- 
tution’s dairy, with an average of 800 gallons of 
milk daily, which is pasteurized, homogenized, and 
bottled. 


Many foodstuffs, such as beef, cereals, flour, 
sugar, butter, cheese, coffee, tea, cocoa, spices, po- 
tatoes and rice, must be purchased. Bread, cakes 
and pastries are baked at the hospital. 


Although dietitians must be ingenious in using 
substitutes for rationed foods and other things 
that are difficult to buy, the Colorado State hospi- 
tal system of production insures the 5000 patients 
and employees of ample wholesome foods. 














The Hospital Book Shelf 


Soctat Work As A Proression. Esther Lucile 
Brown. Russell Sage Foundation, New York. 
Fourth Edition. 1942. Price $1.00. 


This new edition of an excellent monograph has 
been rewritten and brought up-to-date. Descrip- 
tion of social changes in the thirties and more 
recent analyses of census and salary data of social 
workers increase the value of this edition over 
those older ones, the data in which are now some- 
what out-dated. 
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DRUG PRODUCTS. Arthur Donald Herrick. 
Revere Publishing Company, New York. 1942. 
Price $7.50. 


A comprehensive treatise dealing with the prac- 
tical application of the Federal law to drugs, 
chemicals, therapeutic appliances and cosmetics. 


The text is an analysis of the requirements of 
the Pure Food and Drugs Act as applied to the 
labeling, packing, and regulation of all drugs com- 
ing under that act. 


Written from the legal standpoint, it gives not 
only the text of the Act but regulations, interpreta- 
tions, and decisions relating thereto. As such it 
should be in the library of every pharmacy. 


oo 





THE HOosPITAL CARE OF THE SURGICAL PATIENT. 
George Crile, Jr., M.D., and Franklin L. Shively, 
Jr., M.D. Charles C. Thomas, Springfield, Illinois. 
1943. Price $2.50. 


This book is intended for the use of surgical 
interns and residents, and written from a practical 
standpoint but based on sound clinical, physiolog- 
ical and technical principles. It furnishes a quick 
and sound reference in the commonly met surgical 
complications. 


The introductory chapter on Physiological Prin- 
ciples and the chapters on Technic of Common 
Hospital Procedures and on Relationships of the 
House Officer, with the appendices on dosages of 
common drugs and other tables, round out a 
manual every hospital would do well to place in 
the hands of every surgical intern or resident. 


The subjects are presented so concisely and so 
soundly that the more mature surgeon will find 
it of material help, particularly in time of trouble. 





THE PHARMACOPEIA OF THE UNITED 
STATES XII. Revised. Mark Printing Company, 
Easton, Pennsylvania. 1942. Price $7.50. 


The present revision of this indispensable publi- 
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cation marks a change from the old ten-year in- 
terval to a five-year interval between revisions, 
and a bound supplement midway between re- 
visions. This change has been made necessary by 
the rapid developments of modern medicine and 
the related sciences. 


The XII edition includes an addition of 147 
preparations in addition to the seventeen already 
added to the X1 USP by Supplement and the dele- 
tion of eighty-six which were approved by the X1 
USP. 


Articles of which the composition or mode of 
manufacture is kept secret are, as always, ex- 
cluded, but trademarked or patented articles of 
therapeutic merit are accepted, the sole criterion 
of acceptance being their therapeutic merit. 





ar 
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INTRODUCTION TO MEDICAL SCIENCE. 
Charles G. Darlington, M.D., and Grace G. Ap- 
pleton, M.A., R.N. J. B. Lippincott Company. 
1942. Price $3.00. 


This volume is designed to be the bridge over 
which nurses pass from their courses in basic sci- 
ences to their clinical courses in medical and 
surgical nursing. The text is divided into three dis- 
tinct parts—the first emphasizing the application 
of the basic sciences to the problems of disease,:the 
second dealing with pathology and arranged ac- 
cording to the systems of the body and the third 
dealing with laboratory procedures, i.e., the appli- 
cation of basic sciences to the diagnosis and treat- 
ment of disease. 


The text is arranged to conform to the Curricu- 
lum Guide and chapters are concluded with re- 
view and test questions. 





and 
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PRACTICAL SOCIOLOGY AND SOCIAL PROB- 
LEMS. Helen C. Manzer, Ph.D., R.N. J. B. Lip- 
pincott Company. 1942. Price $3.25. 


The purpose of this book is to introduce students 
of nursing to the sociologic background of their 
profession. Whether in public or in institutional 
work, the nurse is at all times confronted with the 
end products of involved social processes. 


The text goes rather deeply into the economic 
background of many social problems and may thus 
be regarded as a reference as well as a textbook. 
It is arranged in harmony with the curriculum as 
outlined in the Curriculum Guide and in addition 
to suggestions for outside reading includes many 
very well chosen references. 


HOSPITALS 





tral 
situ 
may 
for 

Alb. 


witl 
whe 
mec 
onl; 


ical 
ble, 
rest 
kin 
pre 
con 
ical 
tori 
hav 
cop 
equ 


mu: 
the 
mal 
tree 
affil 
obt: 
tub 
ed ; 


tra’ 
equ 
ste 
not 


Pr 
St. I 


Fe 


47 
ly 
e- 
1 


Do =— “"S WwW 








Furnishing a Tuberculosis Unit 
Theory and Practice 





A. T. LAIRD, M.D. 


tached building in a general hospital or 

a separate room, ward or division in a cen- 
tral building of the hospital. Even a sanatorium 
situated at some distance from the main hospital 
may still be considered a unit of the hospital, as 
for instance, the tuberculosis sanatorium of the 
Albany City Hospital, New York. 


TUBERCULOSIS UNIT may be a separate, de- 


The furnishing of the tuberculosis unit will vary 
with the purpose which the unit is designed to fill, 
whether the entire treatment of the disease, both 
medical and surgical, is to be carried out in it, or 
only a part of it. 


Today the treatment of tuberculosis is both med- 
ical and surgical and the best plan, where practica- 
ble, is to have the entire handling of the case: 
rest, hygienic treatment, collapse therapy of all 
kinds including major surgery, together with all 
preoperative and postoperative care of the patient, 
conducted under the supervision of the same med- 
ical and nursing staff. This is possible in the sana- 
torium if the institution is fortunate enough to 
have its own operating room, surgeon, bronchos- 
copist, laboratory, x-ray, and other necessary 
equipment and personnel. 


Smaller institutions not adequately equipped 
must confine the treatment actually given within 
their walls to rest and other phases of hygienic 
management, symptomatic and specific medical 
treatment, and the giving of pneumothorax. Close 
affiliation with a hospital where chest surgery is 
obtainable is necessary if the care to which the 
tuberculous patient is now entitled is to be provid- 
ed for him. 


Concentration for Treatment of Acute Cases 


In several states the desirability of concen- 
trating the care of acute cases in large, well 
equipped institutions is now admitted and definite 
steps have been taken to bring this about. This is 
notably true in New York. The use of the smaller 
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institutions for supplementary rehabilitation work 
or for the housing of special classes of chronic in- 
valids who require isolation but who cannot be 
benefited by further surgery is being considered. 


Care of Tuberculosis Patients in General Hospitals 


The place of the general hospital in the care of 
tuberculous patients has been frequently dis- 
cussed. Whether the hospital authorities desire it 
or not, it will eventually care for some cases of 
tuberculosis for a longer or shorter period and it 
is manifestly better to face such a situation can- 
didly and make some provision for it than to ig- 
nore it. The extent to which a hospital must admit 
tuberculous patients naturally varies with the lo- 
cal situation. Provision should always be made for 
emergencies and temporary care. The resources of 
the general hospital may be needed to supplement 
those of a small sanatorium in a community where 
adequate treatment of tuberculous patients can- 
not otherwise be provided. The Council on Profes- 
sional Practice of the American Hospital Associa- 
tion in 1939 published a monograph on the “Man- 
agement of Tuberculosis in General Hospitals” 
prepared for it by William H. Oatway, M.D., of 
the University of Wisconsin, which is well worth 
reading in this connection. The various reasons 
suggested for admitting tuberculous patients to 
general hospitals have been summarized by him 
as follows: 


“It has been suggested by various authors 
that known cases of tuberculosis be admitted 
(1) in emergency (because of hemoptysis, se- 
vere illness, or for a non-tuberculous extra- 
pulmonary reason); (2) in extremis (since 
such a case cannot travel, and is usually a 
greater infectious danger because of helpless- 
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ness); (3) to remove the patient from home 
contacts or neglect (the incidence of infection 
and disease in contacts varies directly with the 
amount of exposure to the focus); (4) to un- 
burden the relatively untrained general prac- 
titioner; (5) to await a delayed sanatorium 
admission without continued contact with as- 
sociates; (6) to allow rest to begin immedi- 
ately; (7) to allow the diagnosis of a question- 
able disease and relieve the non-tuberculous 
patient of a still present tuberculosis “stigma”; 
(8) to provide the services of specialists not 
available in most sanatoria; (9) to allow chest 
surgery to be done by highly trained surgeons 
in an adequately equipped environment (since 
thoracic surgery is beyond the resources of 
most sanatoria); (10) to obtain consultation 
for unusual therapy; (11) to allow advanced 
and moribund cases to be near home; (12) to 
help convince an unwilling patient of the need 
for sanatorium care (since legal compulsion is 
unpleasant and not generally used or avail- 
able) .” 


A Review of Theories and Practices 


Let us now review theories and practices which 
have hitherto been followed in furnishing tuber- 
culosis units to determine, if possible, what they 
should be in the immediate future. 


At the beginning of the century the infectious- 
ness of tuberculosis had been demonstrated and 
the value of carefully planned management and 
supervision of the patient’s daily program had 
been shown in actual recoveries of health in many 
instances. There being very few hospitals or sana- 
toriums where tuberculous patients could be ad- 
mitted, it was necessary to apply these principles 
in the care and treatment of patients at home. The 
predominating importance of rest for the diseased 
lung was only partially appreciated and there was 
an undue reliance on open air living as a factor 
in the arrest of active tuberculous lesions. 


For the prevention of infection it was felt that 
every possible hiding place for germs must be re- 
moved from the patients’ rooms. There must be 
no pictures on the walls or rugs on the floors, and 
only washable linen and curtains could be per- 
mitted. At the tuberculosis exhibits of the time, 
model rooms for the care of patients were shown 
which were stripped of everything but the barest 
necessities. They were indeed somewhat cheerless 
and discouraging in appearance. 


The importance of outdoor living seemed para- 
mount and all sorts of improvised arrangements 
were made to provide for it. The average patient 
could be made fairly comfortable by dint of con- 
siderable ingenuity on the part of his caretakers. 
Incidentally visitors were not much of a problem, 
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especially in cold weather. The theory, or at least 
the tacit assumption that the outdoor air itself had 
some magic action on the invalid, led to a neglect 
of more important matters. The degree of rest 
obtained in “taking the cure” wrapped up in 
blankets in a “cure chair” was naturally not as 
great as could be obtained in a comfortable bed 
and the harm done by permitting a febrile patient 
to walk fifty feet or more to a toilet was not rec- 
ognized. 

The older tuberculosis units were all constructed 
in accordance with these theories, the impress of 
which is still visible today in the older buildings 
of many sanatoriums. Such structures were in 
many cases very cheaply built. They consisted of 
galleries with toilet facilities at one end, accom- 
modating sometimes as many as twenty patients. 
A large proportion of the patients were expected 
to go to a central dining hall for meals. The first 
units for tuberculous patients established in con- 
nection with general hospitals were of this same 
type and were usually temporary shelters erected 
especially for them on some part of the hospital 
grounds. 

In all of the older sanatoriums now in opera- 
tion, a gradual increase in the percentage of bed 
patients cared for and of meals served on trays 
has taken place, as our views regarding the im- 
portance of pulmonary rest have developed. In 
some institutions the history of changing theories 
may be read in the varying types of structures still 
to be seen. The tents have completely vanished, 
but sleeping cabins and porches are still found in 
many of them. The latter are now luxuries that 
may have their place in certain climates, but are 
no longer essential features of sanatorium archi- 
tecture in the northern part of North America. 


Cure chairs and open porches permitted a cer- 
tain degree of rest of the lungs. Sitting quietly 
was really much better for the patient than exer- 
cising vigorously. However, much less work is 
required of the heart and lungs when one is re- 
clining in bed. Still, even then, there is mechanical 
disturbance of tuberculous lesions with each 
breath. The introduction of collapse therapy has 
made possible an unanticipated degree of pul- 
monary rest and its rapid development has 
brought about many changes in the furnishings 
and equipment required for patients. 


Tuberculosis Unit or Sanatorium Today 


Today, the well equipped tuberculosis unit or 
sanatorium must have practically all the facilities 
provided for other patients in a general hospital 
plus certain equipment and services related to 
their special needs. In planning a tuberculosis unit 
let us consider first, the general furnishings re- 
quired for all patients, and second, the special 
equipment needed in tuberculosis work. 
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Large wards are no longer considered adequate 
housing for acute cases. During a part of the treat- 
ment, a single room is usually required. Wards 
accommodating more than four cases requiring 
bed rest are not very satisfactory in our experi- 
ence. Loneliness can sometimes be overcome by 
placing two congenial patients in the same room, 
which should be larger than the ordinary single 
room. Single and two bed rooms should, if possible, 
be provided with running water. The ideal ar- 
rangement would be to have a toilet for each room 
or at least between every two rooms. Running 
water and toilet facilities simplify the carrying out 
of precautions to prevent infection. Porches are 
no longer considered indispensable since it is now 
generally recognized that actual living in the open 
air is not a necessary part of successful treatment. 
Triple sash windows will provide an abundance 
of fresh air and plenty of sunlight which is needed 
not only for cheerfulness but as a germicide. Fur- 
nishings and curtains should be simple, but they 
need not be meager nor unattractive. 


Pleasant views and attractive outdoor surround- 
ings are a great help to a patient in an unchanging 
environment. A pleasing color scheme indoors will 
promote contentment. As long as the room is con- 
tinuously occupied by one patient, he may be al- 
lowed certain personal belongings and decorations 
which, however, should remain in the room which 
much be considered a contaminated area. A radio 
is definitely helpful and may be tuned so low that 
disturbance of roommates and neighbors is avoid- 
ed. Magazines and miscellaneous articles should 
not be allowed to accumulate or collect dust. 


Good springs and felt mattresses are ordinarily 
satisfactory bed furnishings. Innerspring or spring 
air mattresses are somewhat more comfortable. A 
good bed is‘especially needed by the surgical pa- 
tient. Bedside tables and tray tables are neces- 
sities; neither need be very elaborate. A very light 
and inexpensive folding tray table is on the market 
which can also be used as a reading table or writ- 
ing table. A comfortable chair which the conval- 
escent may use while his bed is made will be 
appreciated. 


If possible, rooms should be on the south side 
of the hospital to secure a maximum amount of 
sunlight. In warm areas, awnings may be needed. 


Provision must be made for paper bags to re- 
ceive paper napkins into which the patient has 
coughed or expectorated. Paper cups for sputum 
are quite generally used especially for measuring 
the amount of sputum. 


The matter of the prevention of infection de- 
serves very special consideration. It is now gener- 
ally conceded that it is practically impossible to 
prevent a young person who has never been ex- 
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posed to tuberculosis, sufficiently to acquire a posi- 
tive tuberculin reaction, from doing so after a 
shorter or longer period of fairly close contact, as 
an attendant, with a tuberculous patient who has 
positive sputum. 


Isolation and Strict Contagion Technique 


In a general hospital when it is discovered that 
a patient has tuberculosis germs in his sputum, I 
believe he should be isolated at once in a suitable 
room or ward and strict contagion technique fol- 
lowed. Something more than the usual precau- 
tions taken as regards other contagious diseases is 
required. The various ways in which the patient 
may break technique should constantly be kept in 
mind. A few of them have been listed by Dr. F. L. 
Jennings: 

Moistening the fingers with saliva when reaching for 

napkins. 


Holding the napkins at such an angle that prevents 
complete covering of the mouth and nose. 


Coughing into a crumpled napkin which allows the 
fingers to become contaminated either during the act 
of coughing or when the napkin is being disposed of. 


Holding the napkin in such a manner that the thumb 
is interposed between the napkin and the lips. 
Putting contaminated napkins face down on clothing 
or bed covers. 


Careless disposal (upon the ground or floor) of con- 
taminated cigarette or cigar stubs; pipe stems care- 
lessly placed upon table tops or in drawers. 


Tooth brushes and artificial teeth lying loose in bed- 
side table drawers or on tops of tables. 


Wetting fingers before turning leaves of books. 

Taking gum out of the mouth with fingers. 

Other items of importance which will prevent 
a break of technique are: 

Patients or nurses should not pick up drinking glasses 

by their rims. 

Thermometers should not be handled by the bulb end. 


Emesis basins should not be used for sputum or to- 
bacco spittle. 


Emesis basins, after being used for brushing the teeth, 
are sources of infection and should be sterilized. 


Soiled linen should not be sorted and counted in util- 
ity rooms used by nurses nor in the bathrooms used 
by patients. 
Nurses should avoid standing in a direct line with a 
patient’s mouth when he is talking, keeping at a dis- 
tance of at least three feet. 
Patient should cover his mouth with sputum papers, 
or at least turn his head away from the nurse, when 
talking during the bath or any procedure that re- 
quires proximity of heads, have him cover the mouth. 
Women and men too should avoid moistening with 
their lips the thread used in doing fancy work. 
Envelopes should be sealed with mucilage and stamps 
applied with it or special stamp moisteners may be 
used. 
(Esther Heimlich, R.N., Tuberculosis Control in General Hospi- 
tals, Hospital Management, March 1937. 
See also—Frank L. Jennings, Factors contributing to the further 
5 of tuberculous infection, Minnesota Medicine, 1935, XVIII, 
Doctor Oatway, in the report of the Council on 
Professional Practice of the American Hospital 
Association on “The Management of Tuberculosis 


in General Hospitals,” has outlined a program for 
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the prevention of infection of nurses and attend- 
ants which should prove very helpful. Yet, even 
where it is meticulously followed, it will be prac- 
tically impossible to prevent all dissemination of 
germs especially if the patient is not cooperative. 
If only the patient instead of the attendant could 
be kept masked at all times, the problem might 
be simpler. 


Certain of the procedures recommended by Doc- 
tor Oatway are as follows: 


Separate the bed from other beds, in a room if 
possible. 


Equipment should consist of a metal bed, metal tray 
rack, metal cabinet, bed-lamp, and thermometer 
and holder. 


Change the bedclothes, towels and washcloths daily. 
Make the bed without shaking bedclothes. Use 
sterilized blankets. Cover the mattress with a mat- 
tress cover. 


Place laundry in specially marked bags or hampers 
(a red cross); send untouched to the laundry; 
launder without handling until the materials have 
been boiled 20 minutes (or heated in a chlorinated 
wash with alkaline soap at 165° for a period of 15 
minutes). Bedclothes, towels, wash-cloths, pajamas, 
bath robes, and cloth screens should be included in 
this precaution. 


Supply a water pitcher and glass which can be ster- 
ilized daily. 


Supply individual salt, pepper and sugar containers 
which can be sterilized (aluminum or earthware) 
or destroyed (waxed-paper) when the patient 
leaves. 


Food should not be transferred from the bedside to 
another patient or to the ice-box. 


The mail should be autoclaved after it is written, 
before stamping or sealing. 


Magazines and books are to be destroyed or auto- 
claved after usage. 


Wash-pans, bed-pans and urinals are to be washed 
and sterilized with hot water and live-steam in 
mechanical washers. 


Nasal and urethral catheters, gastric and rectal tubes, 
emesis basins are to be washed and sterilized. 


Sputum-wipes (tissue paper in boxes) are to be sup- 
plied ad lib., to be used three layers thick. 


Paper bags with waxed-paper lining should be pinned 
to the bedside with tops open for disposal of wipes. 
These are to be collected into larger paper bags 
which are closed and sent to the incinerator. 


Sputum cups—use only for measuring quantity of 
sputum; fill with sawdust after use, deposit in paper 
bag, incinerate. 


Cart and wheel-chair precautions— 


Wipe contact parts often with cresol solution. 


Cover mattress of the cart in a clean sheet; wrap the 
patient in a clean sheet; mask the patient. 


Carry x-rays or charts in a pillow-case if contact with 
the patient might occur. 


Personal protection of attendants and visitors— 


Provide a clothes-tree or hooks for garments. 


Provide a supply of gowns and masks at the en- 
trance to room or cubicle. Gowns—cotton cloth, 
tying in back, extending below knees, covering col- 
lar at the neck and having short sleeves for the 
attendants (who should keep arms bare and wash- 
able) and long for visitors (to cover unremoved 

clothing). Masks—three to four layers of fine-mesh 

gauze, 4x6 inches in size, to protect the nose and 
mouth, and having four string ties. These may be 
locally made or obtained from commercial sources. 





Masks should be discarded and washed after one 
use. 


Wrist-watches and non-washable jewelry to be re- 
moved from hands and arms. 


A scrub-stand—preferably a sink with pedal-con- 
trolled hot and cold running water; otherwise, two 
wash-basins, one containing cresol solution (to be 
used with soap) and the other containing rinsing 
water. 


Paper towels. 


Waste-paper basket with paper-bag lining, basket for 
the discarded gowns and masks. 


Stethoscopes—washed in running water. 


Instructions—an obvious printed sign, suggesting how 
to gown, scrub, and ungown. 


Care of the equipment— 
Mop the floor with cresol solution daily. 


Wipe the bed, tray-stand, chair, cabinet with cresol 
solution daily. 


Wipe the window-sill, woodwork, door knob, screen- 
frame, etc., with cresol solution daily. 


Special care of the patient— 


If helpless, surround head with absorbent pads; pro- 
vide a special nurse; cover mouth to prevent open 
cough; use a suction aspirator. 


If careless, apply a mask (to be moved only while 
expectorating). 


If being examined, cover mouth with a paper towel 
or several wipes. 


Special care of equipment after patient leaves— 


Sterilize thoroughly all permanent parts of the envir- 
onment and equipment (cresol; the autoclave). 


Sterilize the blankets. 

Change mattress cover. 

Air and sun the mattress if possible. 

Sterilize the thermometer. 

The elaborate precautions above listed are taken 
for the purpose of preventing infection from acute- 
ly ill patients and other bed patients who are dis- 
seminating tubercle bacilli. They naturally are not 
required in the care of closed cases, that is, of 
patients whose disease is in such an early stage 
that bacilli are not expectorated or otherwise dis- 
charged, nor are they necessary in the care of 
patients whose disease is arrested by collapse 
therapy or otherwise so that they are no longer 
infections. The possible depressing psychological 
effect of such precautions should be kept in mind 
but should not prevent adequate protection of hos- 
pital personnel and visitors, from those patients 
who are actually spreading disease. 


Care of Open Cases with Positive Sputum 


The open cases with positive sputum should or- 
dinarily be in special rooms or wards of their own 
or in the contagious division; the negative sputum 
cases, those that are not infectious, need not be 
isolated. The fact of their not being infectious, 
should be established by repeated examinations 
of concentrated. specimens of sputum, by culture, 
by animal inoculation, by examination of gastric 
washings, etc. The tendency of closed cases to be- 
come open in case of relapse should be kept in 
mind. A patient may be not infectious on account 
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of the fact that he has no sputum at all. In such 
cases the sputum which comes with an acute cold 
may be found to contain tubercle bacilli. 


Prolific Source of Infection in General Hospitals 


One prolific source of infection in general hos- 
pitals is the admission of wealthy patients with 
tuberculosis, in a communicable stage, who do not 
wish anyone to know they have the disease. Too 
often they hide it even from the hospital author- 
ities and their physicians. They are admitted for 
various other conditions upon which they lay great 
stress and emphasis and unless the hospital 
authorities and the doctors are wary, their tuber- 
culosis may not be discovered. A chest x-ray of 
every patient admitted and routine examination 
of all sputum for tubercle bacilli would present 
many such unfortunate episodes. Every such case 
should be strictly isolated and cared for under 
adequate precautions. It certainly is inexcusable to 
let young nurses and interns care for such patients 
without suspecting that they are infectious. If 
there is no other provision for tuberculosis pa- 
tients in the hospital such a patient’s private room 
should be made into a properly equipped tubercu- 
losis unit. It may not have to be placarded but all 
who work or stay near the patient should be 
warned and should observe the necessary precau- 
tions to avoid infection. 

The tuberculosis unit in a general hospital, 
where as a rule the patient only remains a few 
weeks, is the place where it is easiest to carry out 
strict aseptic technique. In a sanatorium, where he 
remains for months and years, it becomes more 
irksome. The chances for infection in its sunny 
rooms may be a little less. As already suggested, 
it does not seem reasonable to require it in the 
care of tuberculous patients who are not infec- 
tious. In a tuberculosis sanatorium many of the 
physicians, nurses, and attendants have had tuber- 
culosis themselves and are less likely to acquire 
a new infection from the patients than are the 
young pupil nurses and interns in a general hos- 
pital. Consistent, if not as elaborate, efforts should 
be made to prevent infection in the sanatorium. 
It has not as yet been found practicable in most 
sanatoriums to gown and mask all visitors nor do 
tuberculosis specialists require such precautions in 
their offices and waiting rooms. Perhaps they 
should do so. 

Since 1931 x-rays have been taken annually or 
oftener of all employees at Nopeming Sanatorium 
where a modified aseptic technique is observed. 

The care of “good chronic” patients presents a 
difficult problem. There are the ones that cannot 
be benefited or rendered not infectious by further 
attempts at collapse therapy, who have quiescent 
lesions and are free from symptoms, yet spread 
great numbers of tubercle bacilli whenever they 
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cough or expectorate. They cannot be kept in bed 
indefinitely and are therefore not suitable sub- 
jects for prolonged stay in a general hospital. Very 
evidently they should not be returned to their 
own homes to infect other members of their fam- 
ilies. Their presence in a sanatorium is often em- 
barrassing. They may be discouraged and dis- 
gruntled if not incorrigible. They often are able 
to work and naturally wish to go to meals and 
entertainments with other ambulant patients who, 
however, are not infectious. Special quarters and 
dining rooms should be provided for them. It 
would simplify their care if they could be sent to 
special institutions, colonies, or boarding homes to 
remain as long as they are infectious and do not 
need bed care. 


Surgical and Laboratory Equipment 


The tuberculosis unit in which acute cases are 
cared for whether in the sanatorium or general 
hospital should have near at hand all the more or 
less expensive surgical and laboratory equipment 
now required. The larger sanatorium should be 
self contained and be provided with its own oper- 
ating room, serviced by its own staff. We believe 
that definitely better results can be secured in 
chest surgery when the long continued preopera- 
tive and postoperative care is in the hands of med- 
ical men and nurses who thoroughly know tuber- 
culosis and the management of tuberculous 
patients. When such facilities are not provided in 
the sanatorium, the next best thing is to make use 
of them in an affiliated general hospital. Instru- 
ments for bronchoscopy and for chest surgery 
must be provided as well as the usual surgical 
supplies. Provision must be made for intravenous 
anesthesia, for intratracheal application of oxygen 
and carbonic acid, for blood transfusion during 
operation and for various procedures not used in 
ordinary operations. 


Tuberculosis units must be equipped with rooms 
for pneumothorax administration both for resident 
patients and discharged or out-patients who return 
for periodic refills. For in-patients an abundance 
of stretchers is required for the transfer of bed pa- 
tients to x-ray rooms for serial x-ray films, for 
fluoroscopy and for pneumothorax treatments as 
well as to the operating room for surgery. Suction 
apparatus for the drainage of pleural and pulmon- 
ary cavities, conveniences for the application of 
ultraviolet therapy, for x-ray treatment, for heat 
application, for postural drainage, provision for 
moist air inhalation, for oxygen administration 
swell the facilities necessary for the best results 
and also the costs. 


Diagnostic Requirements 


Diagnostic requirements include provision for 
sputum examination, animal inoculation, blood ex- 
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aminations of many kinds such as sedimentation 
tests, blood sugar determinations, testing blood 
levels of drugs given, etc. 

Tuberculous patients are in the hospital not for 
a day or a month but often for a year or more. 
Many of them present psychological problems and 
sound psychiatric principles must be used through- 
out their treatment in the acute stage of their dis- 
ease as well as after and before. Occupational ther- 
apy is often a great help. Worries and pains fre- 
quently go off the finger tips. Men often enjoy 
knitting for this reason and sometimes win sweep- 
stake prizes for women’s work at state fairs. Sup- 
plies and headquarters for occupational therapy 
are needed in every tuberculosis unit. 


Rehabilitation 


Rehabilitation cannot begin too soon. A rational 





+ 





plan for living after leaving the sanatorium nearly 
always arouses interest in discouraged patients 
who have assumed that they were soon to die. It 
is a great incentive to cooperation and many of 
them concluding that the physicians feel they have 
a chance cease “practicing on a harp” and take a 
real and normal interest in other matters than 
their own distresses. This is well worth their while 
even if all their hopes may not be realized. The 
unit must make provision for rehabilitation. 

Return to the very conditions that have caused 
the breakdown in health must be avoided. Like 
diabetes and heart disease, tuberculosis is con- 
trolled by moderation and temperate living which 
in most cases will be found to produce happy re- 
sults. The tuberculosis unit should be equipped 
and managed so that this goal may be reached in 
as many cases as possible. 





Meat Consumption in Hospitals 


A recent study of the consumption of meat in 
700 hospitals revealed an average decrease of 11.7 
per cent in the total consumption of beef, pork, 
mutton, lamb, and veal in October 1942 as com- 
pared to October 1941. The decrease was almost 
entirely in beef (15.3 per cent) and pork (15.6 
per cent) with no decrease in the amount of mut- 
ton, lamb, and veal used. 


Beef supplied 49 per cent and pork 28.8 per 
cent of the meats consumed in 1941 as compared 
to 47 per cent and 28 per cent, respectively, in 1942. 


Despite the decrease in use of the two major 
constituents of the meat ration, it is apparent that 
the majority of hospitals were making every effort 
to maintain the animal protein of their diets by 
resort to fowl, fish, eggs, cheese and, in some in- 
stances, game. 

The frequency with which hospitals reported 
there inability to get some one of the meats, some- 
times one and sometimes another, for periods as 
long as two weeks at a time, indicates that the 
lack of proper distribution is more responsible for 
shortages than is lack of the product itself. 

The average consumption of the different meats 
was reported as follows: 

Pounds Per Person Per Week 


1941 1942 
NS EOE REE 1.44 122 
S.A I 0.84 0.72 
Mutton and Lamb............ 0.36 0.36 
> EER ae eee 0.27 0.27 


There is much evidence of efforts to conserve 
meats as all other food products by decreasing the 
number of meals served to employees. This change 
in policy seemed to be quite general and in some 
cases the decrease was marked. When it is realized 
that in the average general hospital the hospital 
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personnel constitute fully forty-five per cent of 
the persons subsisted, it is apparent that this 
policy has major promise in reducing total foods 


' consumed. 








oe 


Processed Fruits and Vegetables 


In addition to restrictions on the meats available 
for hospitals, the shortage of tin and the demands 
of our armed forces and allies are likely to extend 
these restrictions to processed fruits and vegeta- 
bles. 


A recent study of 142 hospitals indicated an 
average consumption of these processed foods per 
person per month as follows: 





CETCLOLE SE U0) 1) Re ete ae ee ee 0.452 lbs. 
Canned fruits and vegetables.......................... 12.256 lbs. 
Canned fruit and vegetable juices.................. 3.496 lbs. 
Frozen fruits and vegetables.............00000000000.... 1.102 lbs. 


Dried or dehydrated fruits and vegetables.... 0.632 lbs. 


The use of processed fruits and vegetables rep- 
resents a marked saving of kitchen manpower and 
any effort to shift from processed to fresh fruits 
and vegetables is quite like getting out of the fry- 
ing pan into the fire. It would seem that the most 
promising solution of the difficulty is a shift from 
canned to quick frozen fruits and vegetables. 
These frozen foods do not require metal for 
packaging, require a minimum of labor for prep- 
eration, they can be preserved as long as needed, 
they are usually of selected quality, are quite as 
palatable and in many cases much higher in vita- 
min retention than are the fresh fruits and vege- 
tables as ordinarily delivered. 


The use of dried and dehydrated foods is fairly 
satisfactory in some instances but they often 
lack palatability and color and require more time 
and labor in preparation than do the frozen foods, 
but less than the fresh. 
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Departmental Setup for Care of Tuberculous 


ALLEN KANE, M.D. 


November 1, 1942 in public and private 

tuberculosis hospitals, sanatoria, tubercu- 
losis services and in general, communicable dis- 
ease and chronic hospitals totaled 5728, of this 
number 4224 or 73.7 per cent were in public and 
1504 patients or 26.3 per cent in private institu- 
tions. 


N* York City charges under treatment on 


Public 
General Hospitals 
Bellevue Hospital 
Harlem Hospital 
Kings County Hospital 
Metropolitan Hospital 
Tuberculosis Hospitals 


Riverside Hospital 
Sea View Hospital 
Triboro Hospital 


Communicable Disease Hospitals 


Kingston Avenue Hospital 
Willard Parker Hospital (beds utilized for tuberculosis 


patients during low census period for contagion) 
Sanatoria 


Municipal Sanatorium 


New York State Hospital for Incipient Tuberculosis at 
Ray Brook 


Private 

Beds available to public charges depend on the number 
of free and pay patients 
General Hospitals 

Lenox Hill Hospital 

New York Hospital 
Tuberculosis Hospitals 

Brooklyn Thoracic Hospital 

St. Anthony’s Hospital 

St. Joseph’s Hospital 

Seton Hospital 
Hospital for Chronic Diseases 

Montefiore Hospital 


Sanatorium 


Montefiore Hospital County Sanatorium at Bedford 
Hills, New York. 


The lines of bed capacity and census have met 
and crossed for the first time during the past five 
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years. This indicates reduction and elimination 
of crowding and an increase in the number of 
vacant beds available. 


Changes in bed capacity are due to new con- 
struction, utilization of free floor space for addi- 
tional beds, use of beds in communicable disease 
hospitals during low census period for contagion, 
and internal rearrangements to meet alteration 
in services. 

Sources of Referral 


Tuberculosis applicants are referred to the vari- 
ous offices of the Tuberculosis Admission Bureau 
located in each borough, by health and hospital 
clinics, private physicians and other agencies such 
as the tuberculosis and health associations and 
philanthropic organizations. A diagnosis of tuber- 
culosis is a prerequisite to admission. 


Applicants too ill for clearance through the Tu- 
berculosis Admission Bureau are admitted directly 
to general hospitals in the borough of applicant’s 
residence. Subsequent to admission these patients 
clear through the Bureau as transfers to tuber- 
culosis hospitals or sanatoria. 


Offices of the Tuberculosis Admission Bureau 


Manhattan and Bronx—Central Office—125 Worth Street, 
Manhattan 


Brooklyn—Kings County Hospital—Pavilion F 
Queens—Triboro Hospital, Jamaica 
Richmond—Sea View Hospital, Staten Island 


Order of Admission 


The clinical picture presented by the applicant 
usually determines the order of admission. Pa- 
tients with positive sputum, history of recent 
hemoptysis, definite indications for immediate 
collapse therapy, adolescents and young adults, 
particularly females, are accorded preferential 





97 
















































































































































































































































































































































i 


FPA SAO o} FA J AO o| Ue aM yn ono'FA "a0 D 
1938 1939 19 41 1942 























HOSPITALS 














admission. Medical information is filled out on 
the application card by the referring physician. 
In 1941 there were 7477 new applications. A review 
of these applications revealed 12 per cent minimal, 
35 per cent moderately advanced, 53 per cent far 
advanced. 


Distribution of Patients 


Uncomplicated minimal to moderately advanced 
patients, convalescent artificial pneumothoraces 
and post-operative thoracoplasties are considered 
for sanatorium care. Patients presenting small 
isolated unilateral cavitation or resolving pleural 
effusion, whose general condition is fairly good, 
are also included in this category. 


Advanced tuberculosis, tuberculosis complicated 
by other conditions such as pregnancy, diabetes, 
empyema, genito-urinary, skin, syphilis, bone and 
joint involvement or patients in need of thoracic 
surgery, are referred to tuberculosis hospitals 
which provide specialty services. 


An attempt is made to allocate patients who 
have chronic fibroid lesions associated with em- 
physema or cardio-vascular complications and for 
whom no active therapy is indicated or contem- 
plated, to institutions where the type of care is 
more consistent with that required by this group 
of patients. Patients having undergone repeated 
thoracic surgical procedures with intercurrent 
empyema, or individuals who have recovered from 
acute manifestations of widespread parenchymal 
pathology and need sheltered supervision to insure 
durability of lesion, are included in this group. 


Facilities are available in public and private 
hospitals for children. The ratio of male to female 
patients is somewhat less than 3 to 1. Children 
approximate 4 per cent of the total number of 
patients. 


Waiting List and Waiting Period 


The waiting list consists of applicants at home 
awaiting admission and of patients in general hos- 
pitals awaiting transfer. The waiting period pri- 
marily depends on the clinical condition of the 
patient and the availability of beds. At present 
there are sufficient vacancies, particularly for 
females, to provide prompt admission of appli- 
cants. Strong individual preferences of applicants 
for admission at a given institution are primarily 
responsible for the establishment of waiting lists 
and the protraction of waiting period. 


Permits are issued to applicants for admission 
to tuberculosis institutions. The permit indicates 
acceptance of the patient by the Tuberculosis Ad- 
mission Bureau as a proper public charge. Private 
hospitals are reimbursed by the City of New York 
at a fixed per diem rate per patient, at a special 
rate for thoracic surgery. 
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Financial Investigation and Settlement 


All admissions to City hospitals and voluntary 
subsidized institutions are investigated by the 
Division of Financial Investigation to determine 
the patient’s ability to pay in whole or in part for 
care received, or whether the relatives or other 
agency legally responsible can defray the cost of 
care. A non-settled patient, when sufficiently re- 
covered, may be removed to the county or state 
of legal settlement. Admission is not delayed 
pending investigation. 


Supervision 


The treatment of patients is in the hands of the 
hospital medical board which is composed of visit- 
ing physicians, surgeons and specialists and the 
resident medical staff. The medical superintendent 
is a medical board member, ex officio. Patients 
are classified on admission, the course of treatment 
outlined, and if thoracic surgery is indicated, a 
decision is reached by clearance through medical- 
surgical conference. Termination of treatment and 
final classification of the patient on discharge are 
determined by the visiting staff, and the institution 
recommends the return of the patient to his source 
of referral for periodic check-up. 


Divisional interest extends to plans for new con- 
struction, alterations, health program for em- 
ployees, organization of new and integration of 
existing services, professional personnel, medical 
and surgical supplies and equipment, maintenance 
of plant and engineering. 


Rehabilitation 


Job adjustment has been recognized as a valu- 
able adjunct in the care of sanatorium patients. 
An effective program not only tends to improve 
the patient’s physical health, but also his morale. 
Post-sanatorium observation by physician and con- 
tinuation of adjustment or training for suitable 
activities by the rehabilitation agency are factors 
in reducing the incidence of relapse and readmis- 
sion. The rehabilitated patient resumes his place 
in the community as a self-supporting and socially 
useful individual; and the community benefits by 
the consequent reduction in public expenditure 
for institutional care. 


A Departmental survey in 1938 of 500 sanato- 
rium patients* demonstrated the need for a re- 
habilitation service, and the Department of Hos- 
pitals subscribed to this program as an essential 
sanatorium function. Considerable progress in 
following through this post-sanatorium care has 
been made since its inception in 1940. Preliminary 
estimates of needs of these patients will be checked 
against results obtained in terms of service neces- 





*Vocational Adjustment of the Tuberculous: Division of Tuber- 
culosis, Department of Hospitals, City of New York (1940). 
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sary to adjust patients to suitable employment on 
completion of the survey. This study is being 
made by the New York State Department of Re- 
habilitation. 


Tuberculosis Out-patient Services 


Organization and expansion of out-patient serv- 
ices for artificial pneumothorax treatment and 
follow-up supervision of discharged medical tuber- 
culosis have stimulated referral of patients suit- 
able for this type of care, thereby releasing 
hospital beds for applicants requiring active treat- 
ment. 


Hospitals with Tuberculosis Out-patient Services 
Manhattan 


Bellevue Hospital 

Gouverneur Hospital 

Harlem Hospital 

Welfare Island Dispensary 
Bronx 

Fordham Hospital 

Lincoln Hospital 

Morrisania City Hospital 
Brooklyn 

Kings County Hospital* 

Kingston Avenue Hospital* 
Queens 

Triboro Hospital 


Richmond 

Sea View Hospital* 

In 1941, 11,686 (12,969-1940) patients made 76,- 
723 (75,909-1940) visits. 

There were 1577 (1523-1940) ambulant artificial 
pneumothorax cases remaining in the clinic files 
on December 31, 1941, an increase of 54 or 3.5 per 
cent over 1940. 


There were 2128 (1937-1940), plus 191 or 9.9 per 
cent ambulant artificial pneumothorax cases re- 
ceived 36,892 (36,637-1940) refills during 1941. 


Preventoria 


The Tuberculosis Preventorium for Children at 
Farmingdale, New Jersey, and the Saint Agatha 
Preventorium at Nanuet, New York, receive chil- 





— services function predominantly for pneumothorax re- 
Ss. 


dren as public charges at a fixed per diem rate 
per child for preventorium care. 


Applications are received by the Tuberculosis 
Admission Bureau, Department of Hospitals, from 
clinics, private physicians and other agencies. The 
criteria for admission include the following: Age, 
4 to 14 years, positive Mantoux test, temporary 
removal of a child from contact with open tuber- 
culosis while arrangements are made to dispose 
of the open case, and to provide temporary care 
of the child while the family situation is adjusted 
owing to the hospitalization of the tuberculosis 
parent or relative. These children are usually 
undernourished and may be predisposed to tuber- 
culosis, but are not ill. 


Prior to admission to the preventorium, all ap- 
plicants are examined at the Tuberculosis Admis- 
sion Bureau, in order to withhold these children 
who show evidence of contagious disease, marked- 
ly infected tonsils and adenoids, extensive dental 
caries, and other conditions requiring medical or 
dental supervision. The application card indicates 
the results of chest x-ray, Mantoux and Schick 
tests, and vaccination. 


The period of stay in the preventorium is three 
months. Extensions of one month or more may be 
granted in individual cases for medical reasons. 


Applications Admissions 
970 
972 
967 
979 





These comparative figures reflect a somewhat 
even trend in preventorium activity. The dis- 
crepancy between the number of applications filed 
and the actual admissions may be due to the num- 
ber of children who do not respond to notice for 
admission at the beginning of the fall school term. 


Summary 


The brief outline here presented describes the 
facilities provided by the Department of Hospitals 
for the admission, treatment, rehabilitation, and 
after-care of the tuberculosis patient. Through all 
its organized planning, the Departmental program 
is actuated by one aim and end: restoring the pa- 
tient to the community to live normally and to be 
capable of self-support. 





++ 


Methodist Hospital, Memphis, Purchases Memphis Eye, 
Ear, Nose and Throat Hospital 


L. M. Stratton, president of the Board of Trus- 
tees of the Methodist Hospital, Memphis, Tennes- 
see, announced the purchase of the Methodist Eye, 
Ear, Nose and Throat Hospital. The building is 
three stories and basement and occupies a lot 150 
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by 100, located close to the medical and hospital 
center of Memphis. The building was designed and 
built in 1927. The new management, under the di- 
rection of Dr. Henry Hedden, administrator of the 
Methodist Hospital took effect on January 1._ 
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Budgetary Control for Hospitals 


KEITH D. TAYLOR 


tion of the business office is essential to the 

proper financial stability of the hospital, but 
many superintendents still take little interest in 
this department aside from occasional perusal of 
a stereotyped report. This situation is changing, 
however, with the increased emphasis on meeting 
operating expenditures out of operating income. 


| IS GENERALLY CONCEDED that the smooth opera- 


In order to meet this challenge on something 
besides an opportunistic basis, there had been an 
increased emphasis on budgetary control; and be- 
cause budgetary control requires a center of re- 
sponsibility for its functioning, the administrator 
is ordinarily charged with this responsibility by 
his board of trustees. The administrator, then, 
must work hand in hand with the accountant in 
the preparation of the budget and must see to the 
enforcement of the budget after its final approval. 


The Hospital Budget—A Plan Stated in 
Financial Terms 


A budget, however, is not merely a set of figures 
guessed in advance. It is a plan stated in financial 
terms. Like all plans, budgeting depends on a good 
deal of spade work preliminary to the drawing up 
of forms. No sound planning can be done until we 
first know where we wish that plan to take us. 
The first step in budgeting, therefore must come 
from a clear statement of objectives for the period 
under consideration; a step which requires care- 
ful thought by both the board of trustees and the 
administrator. Misdirection at this point may well 
result in an ineffectual budget impossible of proper 
administration. If for instance, there has been dis- 
satisfaction with the set up of the operating rooms, 
a vague notion that something ought to be done 
next year can not be incorporated in the budget. 
Either the objective of an improved operating suit 
should be understood and included in the budget 
plan, or the reasons for non-improvement defi- 
nitely stated. Where the department is left with 
the idea that something may be done but no defi- 
nite provision is made in the budget, a year of 
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bickering over the budget’s administration will 
probably ensue. 


Lines of Authority and Departmental 
Responsibility 


Departmental organization constitutes the sec- 
ond important consideration preliminary to actual 
budgeting. In order to make the budget effective as 
to administration, it is essential that there be 
proper lines of authority and definite departmental 
responsibility so that there can be shifting of re- 
sponsibilities, and so that plans envisioned in the 
budget can be made effective through the per- 
sonnel structure. 


Establishing the Accounting System 


In order to achieve this departmental coopera- 
tion, a third preliminary step is necessary. This 
step is the institution of an accounting system that 
will classify and report departmental operations 
individually as a means of establishing require- 
ments and measuring performance. 


With objectives. defined, a proper organization 
established, and an adequate accounting system in 
operation, the administrator is in a position to es- 
tablish his budget. This must be done not only 
by an analysis of internal affairs, but also by study- 
ing relationships to trends in the hospital field 
generally, in the community and in the nation. The 
first actual step, therefore, is a budget survey. Ac- 
counting data from previous periods must be care- 
fully studied as a basis for the coming period. Data 
as to community conditions and trends, the possi- 
ble effect of new hospital building within the com- 
munity, local and general economic conditions 
must all be considered. 





The Budget Dependent Upon the Hospital Income 


The actual budget will depend considerably on 
what sources of funds the hospital expects to have, 
the amount to be derived from taxes, from endow- 
ment funds, gifts, and most important to the vol- 
untary hospital, the income from patients. This 
matter of income is difficult to forecast, but if past 
records and trends are carefully combined with 
statistical forecasting, a reasonably close estimate 
should result. No matter how difficult such fore- 
casting may prove, it is essential in this day when 
deficit financing is proving so difficult. 


Estimated patient days and out-patient visits 
must also be forecast in order to provide a primary 
estimating factor for figuring departmental ex- 
pense, since expenditures will vary with the 
amount of service to be rendered. Certain items of 
expense will vary more than others with an in- 
crease in service; and in order to properly figure 
these in relation to estimated increases or decreas- 
es in service, past accounting records may be ex- 
amined to see which items are relatively fixed and 
which variable. 


Discussing the Budget with Department Heads 


The budget schedule for departmental payrolls, 
supplies and equipment should be discussed with 
the department heads who should have responsi- 
bility for preparation of their preliminary budget 
schedules. This should be done not only to obtain 
the experienced view they should have regarding 
their departments, but also to provide them with 
a sense of being instrumental in the budget’s prep- 
aration. Such responsibility provides better moti- 
vation in the administration of the budget. 


Estimating Overhead Items 


Overhead items, as heat, light and so forth, will 
be estimated by the accounting office on the basis 
of past experience and forecast of use, and, if cost 
accounting is being utilized, may be charged to in- 
dividual departments on the bases that may be 
deemed appropriate; floor space, number of em- 
ployees, etc. Management expenditures, such as 
legal fees and association memberships may be 
drawn up in a special schedule. Capital outlays 
will be drawn up in another schedule with spe- 
cific information as to the need and reason for 
such expenditures. After these schedules have 
been studied and summarized by the administrator 
and accountant, they will be presented to the 
budget committee of the board of trustees. When 
all questions have been answered and all difficul- 
ties ironed out, and the board has given its final 
approval, the administrator may put the new 
budget into operation. 
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He should now have before him a statement 
of estimated income and expense showing the an- 
ticipated results of operations for ensuing months. 
Moreover, his monthly reports from the business 
should be prepared in a manner to indicate the 
extent to which the budgeted and actual perform- 
ance vary. Furthermore, if administration is to be 
effective, the accountant must analyze variations 
for both the administrator and the department 
heads in such a way as to show the reason for 
variations. Variations which arise from costs over 
which the department head has no control can not 
be adjusted by taking the department head to task. 


Enforcement of Budget 


The budget should be carefully enforced, but 
steps should be taken to analyze the reasons for 
variations and to provide a plan of action based 
on this analysis. If the primary estimating factors, 
patient days or out-patient visits, have been mis- 
judged, or if some unusual situation such as the 
breakdown of important equipment with resultant 
expensive repairs or replacements arises, budget 
revision by the administrator and the budget com- 
mittee is necessary. Most deviation can be ascer- 
tained and alleviated by proper attention to de- 
tails, and for this reason the entire staff should be 
made to feel that the budget is a guide and that 
their part in assisting to maintain budgeted stand- 
ards is important, be it ever so small. The cultiva- 
tion of this attitude is imperative to the successful 
operation of the budget. Equally important is a 
thorough understanding of the budgetary proce- 
dure and cost analysis by the business department, 
for it is largely on the basis of their reports that 
the administrator follows budget operation. 


It is probable that budget operation has never 
been more difficult than at the present time. Fluc- 
tuations in prices and the labor market are difficult 
to forecast, and more revision of budgeted figures 
is required. But close analysis of world affairs and 
attention to important sources of business fore- 
casts can be of invaluable aid. Six month budget 
periods may well be substituted where twelve 
month schedules are now in use. And finally the 
aid of the entire staff must be enlisted. 


Difficult as budgeting is today, it is more essen- 
tial than in less hectic times. Economy, the proper 
use of materials and labor is essential both from 
the standpoint of controlling expenditures and of 
aiding the national war effort. Properly planned 
and administered, budgets can aid the administra- 
tor in planning how to meet new problems in 
advance, coordinating activities toward desired ob- 
jectives, providing control over expenditures and 
waste, and finally measuring the efficiency of both 
staff and management. 
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' Some Comments on Credit 


STANLEY L. SIMS 


when credit departments will be practically 

unnecessary. If this goal is reached by the in- 
fluence of group hospitalization insurance, our 
credit departments will be concerned only with 
authorizations and the filing of claims. But for the 
present, may we record some information about 
our prevailing practices in credits as they affect 
a minority of hospital accounts. 


T* TIME MAY COME, in voluntary hospitals, 


Our hospital, a nonprofit association without en- 
dowment income, has completed over forty years 
of service to the sick and injured, and unless the 
costs of labor is checked by legislation, we are rap- 
idly on the way to experiencing new highs in the 
cost of operation of our hospital. It is natural that 
the curve of the patient’s bill must parallel this 
trend. As we must pay the presently increased 
costs, we must pass them along to the patient as 
far as we are able, taking care that the costs of 
. waste and inefficiency are not shouldered upon 
his bill. Aggression in collections then, is born of 
our obligations to others. 


A large number of our patients, of varying de- 
grees of prosperity, are occupied in farming and 
come from within a wide radius of three states. 
The balance is the average cross section of a com- 
munity shopping and industrial center. 


To some patients we do not mention terms for 
payment, some we must interview several times, 
but to all we give hospitalization when their doctor 
recommends it. 


We are in that category of hospitals which de- 
mand that many duties, specialized in by various 
persons in large organizations, be grouped and 
vested in office personnel here. During day hours, 
the person assigned to the responsibilities of the 
front office admits patients and explains our re- 
quirements for payment. At night, the night nurs- 
ing supervisor admits patients but carries no re- 
sponsibility to make credit arrangements unless 
it is to accept money on accounts. We prefer to 
give her freedom to see that patients are taken 
care of by the nursing and professional staff. The 
follow through, with appropriate steps, is done 
the next day by personnel who are experienced 
in credit work. 


As a general policy, adopted by the Trustees, 
our terms for payment for private cases are that 
accounts be paid at the end of each week period. 
The weekly statement is sent with the daily mail 
to the patient’s room. If he is seriously ill, the 
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statement is mailed home or relatives are seen in 
the business office. 


An exception to this applies to patients who are 
admitted with a known poor credit rating, or those 
who already have an account with us not paid as 
agreed. With those persons we try to get a week’s 
payment in advance by close follow up during the 
next day or two to stimulate action for them to 
get sufficient funds or a county or other authoriza- 
tion. We ask for payment on admission of our flat 
rate of $12.00 for tonsil cases of one day’s stay as 
this relieves us of follow up work upon discharge 
of the patient. 


There are instances when rendering a weekly 
statement in which we send a representative from 
the office with the statement to the patient’s room 
to insure prompt payment or to hold a suitable 
discussion of the account before further debt is 
accrued without proper arrangements. 


The “pay at the end of each week” policy has 
its faults, as we recall the occasions that although 
weekly payment arrangements were contracted 
for by the patient, we were presented with a coun- 
ty authorization when we asked for money. Then 
again, accounts for fractions of a week require us 
to watch daily discharge slips closely for making 
final arrangements before the patient leaves. How- 
ever, the system fits our community well and is 
the method used by our neighbor hospitals in 
La Crosse. 

Our Work 


Once a definite policy of terms for payment have 
been established by the Board of Trustees all 
credit work with the patient is done toward ac- 
complishing that policy. Almost all patients pay 
their expense in full, otherwise we could not 
operate our hospital. Therefore, our work lies 
mainly with those patients who do not pay 
promptly because of one of three reasons: first, 
those who need help and guidance in planning to 
accomplish means of getting their bill paid, sec- 
ond, those who cannot obtain sufficient funds to 
pay the total bill at once, and third, those who are 
unwilling to pay for services that have been re- 
ceived. 
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If we have the county and other relief units 
staffed by competent personnel who know relief 
laws and exercise their application in the function 
of their duties, it contributes importantly in the 
solving of many collection cases in the first group 
of patients. The second group consists of those who 
honestly but slowly pay their obligations, and to 
which a hospital bill is frequently beyond their 
current budget for a limited income. The third 
group we find is usually smaller in number but 
contains those persons whose difficulty in paying 
does not consist of lack of funds but of misman- 
agement of their money or an attitude that the 
creditor who presses the hardest gets the bill paid 
first. 


Taking an over-all view, our medical staff and 
the hospital management are agreed that we must 
never hesitate to order needed hospitalization on 
any patient because of the apparent lack of funds, 
as in our experience, some method can be worked 
out in most cases to meet the expense by frank 
discussions with the family. By adopting this prin- 
ciple we are fulfilling our obligations to the com- 
munity in the care of the sick with our doors open 
to all in need, regardless of color, creed or cash. 
In discussing credit arrangements in this article 
“patient” will represent the person who is hos- 
pitalized or his family or other representative. 


Responsibility of the Admitting Personnel 


The responsibility of our admitting personnel 
is as follows: 


1 To see that the patient’s needs are provided 
for by the medical and nursing staff. 


2 To see that the needed registration data are 
obtained for the business departments. 


3 To explain our payment requirements and 
record whether these terms have been 
agreed upon by the patient. 


4 To refer the patient to the manager for spe- 
cial credit arrangements if required. 


We cannot hold admitting personnel finally re- 
sponsible for the completed collection of accounts, 
as that is the responsibility of the management, 
but we do hold them responsible for reporting an 
unsatisfactory interview and referring the patient 
to higher authority for advice and discussion of 
the circumstances. 


After the registration data have been obtained, 
our next step is to get a credit report from the 
local credit bureau on all patients of local resi- 
dence. We do not do this for those known to us 
from previous experience or of substantial finan- 
cial position in the community. The report is type- 
written and kept with the patient’s ledger sheet 
for reference. The information obtained from these 
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reports aids our follow up work, and if poor risks 
come to light, no embarrassment should follow by 
asking advance payment even though our regular 
terms are discussed on admission. Credit reports 
are frequently obtained on patients residing out 
of town, if there is any doubt as to whether we 
should approve them for payment at the end of 
the week, or in case weekly payments become de- 
linquent. Credit reports tell us the earnings of 
the head of the family, his current obligations and 
pay habits. It tells us where, how much, and on 
what security he has borrowed money in the past. 
This gives us a clue of approach if our terms are 
not met. 


Credit reports also help to take a tactful stand 
against requests for discounts in final payment of 
the bill or in the case of administrators settling 
estates of those whom we know had ample ability 
to pay. Our membership in the bureau has well 
paid for itself during the years we have subscribed 


The Interview 


Elementary as it may seem, we believe the inter- 
view to be the most important way to succeed in 
collecting accounts. As credit is confidence, the 
confidence part is not established unless the pa- 
tient is seen and talked to by some one. An execu- 
tive of a successful credit agency in our city once 
explained his method and philosophy in treating 
the majority of persons who become delinquent: 


“We try to sell the individual the idea that it 
is right that he should pay the debt he has in- 
curred and we discuss his financial problems 
in such a manner that he tells us all the facts 
about his position. Then we try to point out to 
him where he can budget his income or ar- 
range his business so that he can improve his 
plans to pay those he owes.” 


In the interview we determine what line of 
action we advise to the patient in case funds are 
not immediately available for him to pay and 
which in turn will put cash in our register at the 
earliest possible moment. Interviews may be ex- 
tended to include the attending physician who 
may know certain facts about the family status, 
and has an opinion on the possible length of hos- 
pitalization. This is of value when the patient is 
too ill to be seen or relatives cannot be contacted 
on admission. 


Considerations During the Interview 


During the interview, providing weekly pay- 
ments are not agreed upon, two approaches to a 
payment may be made. 


1 Borrowing arrangements, some of which are 
listed below. Anyone can borrow money of course 
if he has the proper security, but believe it or not, 
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we have found scores of instances in which pa- 
tients, unable to pay their hospital bill from funds 
on hand, never think of borrowing. We have tried 
to follow the principle that while we are devoting 
all our efforts to provide good hospital care we 
cannot do this if we are also called upon to per- 
form those functions ordinarily assigned to a bank 
or other credit organization. The whole idea where 
credit is necessary, is to transfer the responsibility 
of carrying an account from the hospital to an 
agency in the business of providing money for 
credit. This is explained to the patient and the 
following points show some of the basis of borrow- 
ing that can be suggested: 

Character loans from banks 

Loans on farm chattels 

Co-signers and endorsers 

Insurance policies 

Automobiles 

Credit unions 

Finance companies 

Relatives or friends 

Farm cooperatives 

Farm security administration 

Real property loans 

Some people are frugal in spite of a conserva- 

tive income and save for a rainy day while others 
let their desires overburden their necessities and 


are embarrassed when hospital bills confront 
them. The question is then, should the hospital 
account remain unpaid because of poor money 
management? 


2 There is a bona fide place for the acceptance 
of installment plans if the patient has no borrow- 
ing capacity. To the more precarious credit risk 
having current earning power a wage assignment 
may be taken to insure automatic remittances be- 
ing made to the hospital at regular intervals. A 
wage assignment acts as a kind of compulsory 
savings plan by pay roll deduction. 


The nearest instrument to a direct loan is the 
installment note. The mechanics of this note is 
that the patient signs at the hospital for his obli- 
gation plus interest and after endorsement the 
hospital sells it to a local bank with the interest 
discounted. From there on the transaction and 
payments are between the patient and the bank. 
This method provides a central point of collection 
for installments and also improves the impression 
of a patient’s obligation to pay. The success of this 
arrangement depends upon endorsing notes of 
those who have a fairly steady income and who 
have character to repay the loan. It is useless to 
endorse notes of those who have a poor credit 
standing merely to get immediate capital for oper- 
ation. 
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The result of our work in taking plain notes pay- 
able to the hospital has not been good, except for 
an occasional filing against an estate. 


We have discouraged the acceptance of all types 
of notes, as we cannot pay our obligations with 
this paper. We prefer to encourage the patient to 
apply for a direct loan at the bank when this can 
be arranged. The more completely the patient’s 
account is balanced without a note or other credit 
on discharge, the less difficult the work is to col- 
lect cash after he leaves the hospital. 


Often it is fitting to ask the patient to sign an 
installment note for the account and forward it 
to the bank for collection only. As fast as the pay- 
ments are made, the bank remits to us, the patient 
having the impression of his borrowing on an en- 
dorsed note. 


When substitutes for cash are given for an ac- 
count the patient is in a sense borrowing from the 
hospital, and we must avoid such arrangements 
as far as possible if we are to discount our bills 
and meet our pay rolls promptly. 


Authorizations Accepted In Lieu of Cash 
Payments 


Some arrangements may be accepted instead of 
payment each week. In all cases it is the patient’s 
responsibility to provide authorization on admis- 
sion to the hospital. In actual practice the front 
office must do such work as will safeguard the 
interests of the hospital. This may consist of veri- 
fying authority or sending out notification to the 
proper agency. The sources of the more common 
authorizations are as follows: 


Group hospitalization membership 
Workmens compensation insurance 
County authorization 

Increased pension authorization 

Some forms of security in place of cash 


Group Hospital Insurance 


Whereas all of the above material has concerned 
methods of the patient paying his bill in install- 
ments after the debt has occurred, group insurance 
follows the plan of anticipating a risk by payment 
of installments in the form of premiums in ad- 
vance and which transfers the risk from the indi- 
vidual. As a substitute for cash payments, there 
are few credit arrangements better than those by 
patients who have membership in Blue Cross 
Plans. Nearly all patients understand these policies 
of insurance. We have never been refused pay- 
ment of a claim by Blue Cross even though the 
patient is away from his sponsoring hospitals. It 
is probably the best method yet devised for meet- 
ing this risk. The admission of patients under this 
insurance eliminates to all practical purposes the 
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discussion of payment of the patient’s bill. As the 
average patient’s stay in our hospital is 10.7 days, 
it is rarely that we have an account larger than 
the number of days allowed by these insurance 
policies. 


There are other group hospitalization plan con- 
tracts of commercial or private sponsorship (not 
Blue Cross) under which we receive patients. 
There are three things we look for under these 
admissions, (a) that the policy covers the diag- 
nosis (b) that the amount of expense, if any, not 
paid by the policy, be arranged for payment the 
same as if no insurance were in effect (c) that 
the patient give an assignment for the policy 
benefits. 


Workmen’s Compensation Insurance 


The main point in these cases appears to deter- 
mine if the patient is actually a workmen’s com- 
pensation case (injured in line of duty) and that 
authorization for care be confirmed by letter or 
telephone from the employer or his insurance com- 
pany. Various states have certain limitations on 
the benefit of workmen’s compensation insurance 
pertaining to the length of stay and the rate per 
day for hospitalization. Unless the attending phy- 
sician orders private room service or a per diem 
rate has been established, many of the insurance 
companies ask that their liability be limited to 
ward rates. Once liability is established, our col- 
lection efforts narrow down to asking the patient 
to pay the difference between ward and private 
room service if he selects one without his physi- 
cian’s orders. 


Counties 


Certain authorizations from tax bodies are ac- 
cepted in lieu of weekly payments. Technically, 
this group of patients should present a written 
authorization to the admitting department at the 
time of hospitalization. Practically, however, not 
all do. The admitting clerk must determine what 
has yet to be done by the patient or the hospital 
to secure written authorization. 


If a written authorization is not presented we 
call by telephone immediately for confirmation 
from the relief department. If the patient does not 
agree to our weekly terms and states he is going 
to see the county, we either refer them back to the 
county relief office or hospitalize and send a 
formal notice to the relief office that the patient 
is admitted. Difficulties concerning county author- 
izations center around opinions of eligibility of 
the patient for medical aid. Is it not possible that 
patient A, during a lengthy hospital stay, after 
paying privately as far as he is able, finally reaches 
the point where he can no longer call upon his 
property reserves and becomes medically indi- 
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gent? Patient B may be able to pay his ordinary 
expenses, but is medically indigent for any hos- 
pitalization. Future earning power is always pre- 
carious security for a patient needing tax aid 
today. 


For the admitting personnel to determine eligi- 
bility is not easy. On occasions we have a confer- 
ence with the patient, making up a regular bal- 
ance sheet, listing his assets and liabilities, to- 
gether with any present earning data and from 
this have referred the case to the county authori- 
ties for their investigation. But we cannot assume 
that every one is immediately eligible for county 
aid merely if weekly terms cannot be met as we 
have further explained elsewhere in this article. 
The laws are broad in the matter of who is eligi- 
ble; their application is restricted. 


Pensioners 


Recipients of Old Age Assistance occupy a pecu- 
liar position. Their status appears to blow both 
hot and cold. They are deemed to have relief cir- 
cumstances and yet are private patients, control- 
ling their funds after receiving them from the 
pension departments. There are two important 
facts we want to get on the admission of pension 
cases. One, that the pension department has au- 
thorized hospitalization, and, two, how much the 
pensioner is to pay us from his authorized increase 
for hospital care. The county welfare office is also 
notified of the pensioner’s admittance so that in 
case of death of the pensioner, the hospital may 
receive payment from county relief funds for any 
balance owing. Pension cases are almost 100 per 
cent installment plan accounts with us, with no 
solution at present for the guarantee of increased 
funds to be paid on hospital bills. 


While the pensioner is a patient in the hospital 
for a prolonged stay, he may be asked to pay us a 
major portion of his check. Frequently, if $40.00 
is the maximum, we may receive $35.00 or $40.00 
payments on account as we are maintaining him 
and providing housing when he is under our care. 
Delinquency of payment by pension recipients is 
as prevalent as other pay cases. The accounts are 
carefully watched for prompt installment pay- 
ments and when delinquencies occur, a notice is 
sent to the department concerned. As the remedy 
for delinquent payments is weak, the results are 
not good. The pension office may elect to stop in- 
creased amounts and that only prolongs the ac- 
count further. There is wide room for improve- 
ment in the method of payment of these hospital 
bills, unless of course, a county pays them entirely 
from their own coffers. Often eligible persons of 
65 years of age or over do not know of OAA plans. 
It may be suggested in the interview that they ap- 
ply for OAA as an alternate to direct county aid. 
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Individual Insurance 


In numerous instances patients bring to us in- 
dividual insurance policies, intending them to 
cover the cost of their care; these annuity policies, 
consisting of one or a mixture of hospital, surgi- 
cal, sickness, or accident benefits. Usually, our 
difficulty encountered with these is the patient’s 
misinterpretation of his benefits or a failure to 
ever read his policy at all. Thus, while these com- 
panies will pay as the contract reads, the contract 
requires us to disregard the policy and apply our 
regular terms, advising the patient to file claim for 
benefits during or after leaving the hospital. 


Commonly, a small amount is paid to the pa- 
tient under these policies, but not large enough to 
relieve the cost of present day hospital expense. 
Nevertheless, should the bill not be paid on leav- 
ing or a balance still owing, we get an assignment 
here also to recover whatever benefits accrue even 
though hospitalization is not directly provided. 


Auto Accident Liability 


As long as our State does not have a lien law, 
the safest course for us to follow when patients 
from auto accidents are admitted is to collect each 
week and treat them the same as any other pri- 
vate case. On many occasions, the patient adopts 
a firm conviction that the “other car” was at fault 
and therefore “they” should pay all bills. When 
this develops and we are not able to handle the 
account otherwise, we take an assignment of in- 
terest from the patient, provided there is insurance 
carried on the cars involved, and this is filed 
against any payment made by the insurance com- 
pany. If there is later any compromise settlement 
reached by the patient and the insurance com- 
pany, whether it is based on the hospital bill or 
not, we have, up to date, always obtained remit- 
tances. We would suggest that an acknowledge- 
ment be requested from the insurance company 
for these assignments. The assignment blanks for 
this purpose are Forms Number One, composed 
and issued by the Wisconsin State Medical Soci- 
ety, Madison, Wisconsin. 


To improve our collections further in auto acci- 
dent cases, we must quickly recognize cases quali- 
fied for assistance under the State Relief Laws and 
notify the county authorities of such accident in- 
digent patient, by properly notifying the county 
authorities by form letter drawn to comply with 
the State Relief Laws (Wisconsin 49:18) for those 
without means of obtaining funds. 


Farm Security Administration Loans 


Until a few months ago, a person who had a 
farm loan from the FSA had the choice of making 
an application for a direct grant or a loan for 
emergency medical and hospital aid. Now, how- 
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ever, grants have been mostly eliminated and 
loans to tie in with a previous mortgage may be 
secured if a patient in this status needs hospital- 
ization and is unable to pay. 

The hospital administrator has to use caution in 
accepting statements by the patient that he has 
FSA authority, as in our experience this often has 


- been treated too lightly as a means of not meeting 


regular hospital terms. We have found the regional 
FSA office to be prompt, businesslike, and definite 
regarding investigation and in acknowledging our 
inquiries. We find we can treat these cases best 
by handling them similarly to county cases as per- 
tains to their authorization for service on federal 
credit. 
Security for Hospital Services 


We may uncover in the course of the interview 
certain interests in real or personal property or 
other assets which cannot be readily reduced to 
cash at the time of hospitalization. These interests 
may be assigned to the hospital to contribute to- 
wards a payment. Examples of this would be (1) 
interests in estates that are to be settled in a rea- 
sonable period of time, (2) mortgages on property, 
(3) assignment of compensation due from miscel- 
laneous sources and (4) insurance loan values 
maturing at a later date. Assignment of such in- 
terest must follow correct legal procedure and 
these papers are drawn up for the hospital where 
necessary by our attorney. 


Discounts 


Our terms explained on admission make no pro- 
vision or agreement with the patient to reduce 
rates for cash payment. The standard prevailing 
rates we quote for various services are on a net 
basis, except a regular discount allowed for doc- 
tors, nurses, and employees. All services are better 
accounted for if every procedure is charged to 
the accounts and entered at regularly established 
rates. Then, if any allowances are to be made, let 
the authority for the credit slip be vested in one 
responsible person. Our Trustees have reviewed 
and adjusted our rates at three different times 
during the past two years, to keep abreast of the 
times and to determine their fairness, based on the 
total hospital expense trends. 

Our collections have been good without a dis- 
count plan, and the trend of business appears to 
be away from discounts for cash payment. Infre- 
quently, we have allowed discounts on accounts 
where financial circumstances of the patient are 
known to be poor and as an inducement for their 
efforts to secure a lump sum payment to clear the 
account, or allowed the interest on borrowed mon- 
ey to have the account paid up in full. Many per- 
sons able to pay merely make a habit of asking 
for a discount on everything they buy, on the basis 


HOSPITALS 





OF MORE NORMAL, HAPPIER PEOPLE 


HE oscillating “finger” of the electroen- 

cephalograph, recording abatement of 
abnormality of brain waves, tells but a 
part of the story of epilepsy treatment 
with Dilantin* Sodium. Fewer and less 
severe seizures, more normal social and 
economic life have been observed in many 
thousands of epileptic patients receiving 
this modern anticonvulsant. 


oARKE, DAVIS 8. COMPANY 


MICHIGAN 


Dilantin Sodium possesses “many advan- 
tages’ in the control of epileptic convulsions." 
For one thing it is, in many cases, superior 
in anticonvulsant effectiveness to pheno- 
barbital or bromides, and—highly impor- 
tant—it is practically non-hypnotic. The in- 
clusion of Dilantin Sodium (diphenylhydan- 
toin sodium) in the new U.S.P. XIl speaks 
volumes for its therapeutic importance. 


*TRADE-MARK REG. U.S. PAT. OFF. 


KAPSEALS 


DILANTIN SODIUM 


A product of modern research offered to the 








DETROIT. 


February 1943 


1. Palmer, H. D. & Hughes, J.: The Penn. Med. J., Aug. 1942 











that there is no harm in asking. There is only one 
thing for us to do when patients tell us that the 
bill is high and that is to agree with them and 
then explain the charges for services and the ex- 
penses of the hospital. 


After Discharge 


We do have accounts receivable on our books of 
varying degrees of value as assets of the hospital 
—mostly down. 


The day after discharge of the patient, all ac- 
counts with balances owing, regardless of prior 
authorizations, are sent to the manager’s office for 
review to keep close inspection of the kind of ac- 
counts that go into our receivable file and to know 
if and why we failed to collect on our regular 
terms. They are then returned to one of our office 
staff to inspect them for whatever follow up work 
is required. The name of an account is recorded 
under the date further action is to be taken in a 
suitable notebook which is provided with space for 
each day of the month. This acts as a signal to 
see if agreements have been completed, or to re- 
view the bill for other steps in the case of delin- 
quencies. From here on, the work of collection of 
the accounts is centered about mailing of letters, 
statements and special treatment given to indi- 
vidual cases. The more effort that is placed on 
collecting when the patient is in the hospital, the 
less expensive it is to collect later by correspond- 
ence or more persuasive means. 


Statements 


Statements are sent in accordance with the in- 
formation recorded on each day in the note book 
mentioned previously. One day after the payment 
should have been made, a plain white statement 
is sent, stating that the agreement has not been 
kept and asks for a remittance. Ten days later, 
unless the first statement brings a request for 
altering of credit extension that is approved, a 
statement on yellow paper is sent, stating that our 
first request was unheeded and that payment 
should be made before the account becomes fur- 
ther delinquent. The material on these two state- 
ments is printed and they are provided with spaces 
for us to fill in the mailing address and date of 
the account and the amount owing. Afterwards, 
a letter or plain statement, with a more pressing 
request for payment, is sent. Letters and state- 
ments, threatening the account for collection, are 
sent only after we have decided that further ef- 
forts to collect by us would be useless. Variations 
in the above procedure depend on the account and 
on information received from the credit bureau 
denoting changes of employment or indicating 
that the individual is accumulating more debts 
than his income. 
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Each time we correspond with the patient, the 
back of the account is dated and initialed with 
whatever type of statement or letter is sent. 


Letters 


Letters, in our experience, have not been the 
complete answer as a medium in collecting past 
due accounts. On one hand, to dictate and write 
them is too time consuming and if the letter is 
not carefully constructed or is a “sing-song” affair 
asking for payment, the impression upon the re- 
cepient is no more than a regular statement. A 
letter that is too verbose lacks punch; one that is 
too brief lacks grace. On the other hand, a letter 
may take half an hour to dictate, type and mail, 
but may bring in $25.00. The choice of letter writ- 
ing is made when we believe that the money would 
not be paid by milder means. A letter, we might 
say, is the bridge between statements and more 
serious action. If form letters are used, their ap- 
pearance must be neat. A poor mimeograph for 
example, with the name typed in, is not good cor- 
respondence. In most collection letters, we find 
the following formula used in different combina- 
tions to fit the need of the occasion; no letters 
need contain all six points: 


1 A statement of the date, amount, or terms of 
the debt owing 


2 Approprate phrase justifying the fairness in 
paying the debt 


3 Explanation of the needs of the hospital 

4 Allowances or limitations of time 

5 An opportunity for the patient for conference 
6 Threat of more pressing action to collect 


Legal Action 


Legal action to collect accounts has its applica- 
tion for those persons who are able but not willing 
to pay. Circumstances prompting us to use this 
means for collection are evidence of the patient’s 
mismanagement of income, evidence of assets that 
could be used to pay, the size of the account, his 
reputation and past record, and position in the 
community. 


We had an account of over four hundred dollars 
on our books on which $10.00 a month has been 
paid for two and one half years. This man has 
character. We would rather have $100.00 on our 
books as accounts receivable of a man of character 
than an account of twice that amount requiring 
legal action. 


We do not favor costly legal action, but in those 
cases under consideration after all the facts are 
in no hesitation need be made. As a general rule, 
we have found that patients with a paid up ac- 
count will return for further hospital care if 
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throw out 
"your chest! 


® Navy training helps to build strong, 
healthy bodies. 


First in command of establishing health ¢q w ~~ 
habits in civilian life is the family physician. 
When the daily routine for regular bowel 
habits is disturbed, the physician’s recom- 
mendation of Petrogalar* frequently facili- 


tates a return to normal. 


Petrogalar helps soften the stool and 
renders it mobile for comfortable bowel 
movement. Consider Petrogalar for the 


treatment of constipation. 










os FOR THE TREATMENT OF CONSTIPATION —_ 


ca 
*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 


mineral oil each 100 cc. of which contains 65 cc. pure mineral oil 
suspended in an aqueous jelly containing agar and acacia. 
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needed, even though we have taken this step or 
given their bill to a collection agency at some time 
in the past. 


Hospital Collector 


We employ, on a commission basis, a collector 
who devotes his time to the collection of hospital 
and medical accounts. Over a period of time, he 
has familiarized himself with the general policies 
of our hospital which enables him to represent us 
more accurately to the community from which he 
collects. He is licensed by the State Banking Com- 
mission of Wisconsin. 


The type of accounts we give for collection are 
those that, in our judgment, need some one to 
make continuous personal contacts with the debt- 
or. Often through him we authorize legal action, 
if, in our judgment, the results will be worth this 
expense. The accounts given to the collector are 
dated and filed separately in our receivables and 
all cash is ear-marked as received from him and 
posted to these accounts. We find it very important 
to keep the accounting between the collector and 
the hospital strictly up to date on a thirty day 
basis. No settlement should be allowed to elapse 
beyond this period so that on the first day of every 
month, we start with balanced books as regards 
the collector, and all patients accounts are cor- 
rected to date. 


On the recommendaton of the collector, we have 


taken farm products towards paying accounts, or, 
if the patient or one of his family is able to work 
for us, he is given suitable credit. 


The time at which we give accounts for collec- 
tion is when all our efforts, explained previously, 
have failed or we have not been able to establish 
contacts for deferred payment arrangements. This 
might be a period of thirty days or six months, 
depending on the facts we may uncover of the 
debtor’s circumstances and previous record. 


Analysis 

If we want to find room to improve on collection 
methods, we have only to look to our accounts 
receivable. Of what are they composed? They are 
composed of pension cases, insurance, county, good 
credit risks and poor risks. Once a patient is es- 
tablished as a pay case, the final disposition of the 
account reflects to some extent the quality of the 
admission arrangements. Good credit risks quickly 
become poor risks. 


We hope this article does not flavor of mercenary 
ideals but more one of a desire to maintain and 
equip our hospital to be ready to continue to serve 
all patients adequately. 


The economics of the times winds itself around 
the buying and selling of labor, services and sup- 
plies. And in these transactions, we must run our 
hospital in such a manner that we may do the 
greatest good for the greatest number. 





How Long Should X-Ray Films Be Kept? 


There are four reasons for keeping x-ray films: 


1 To aid in care of the patient at some future 
time 

2 For the use of the patient in any legal action 
that may follow 


3 For research and teaching purposes 


4 For the protection of the hospital in case any 
legal action is brought against it 


If the interpretation is complete, well done, and 
recorded as an integral part of the history, the 
first requirement is adequately met. 


In the case of (2) and (4), it is evident that the 
film should be retained until the statute of limita- 
tions, the legal time period during which court 
action may be brought, has expired. It should be 
noted that in the case of minors or mental incom- 
petents, and in some cases, nonresidence, the sta- 
ute of limitations may not begin to run until the 
patient has acquired legal competence or is avail- 
able in the jurisdiction of the court. 


On the question of (3), use for research or 
teaching, it is probably a question which would 
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best be decided by the staff and that following 
such action, the radiologist should sort the films in 
accordance with staff instructions. While this pro- 
cedure may be somewhat unnecessary, it is a tact- 
ful solution and will protect the administrator 
from future criticism on the part of the staff. 


In this connection it should be noted that the 
Michigan Supreme Court has held that the patient 
pays for, and is entitled to, the interpretation only, 
not the film, and that the film is the property and 
an integral part of the records of the hospital. 
For this reason it is probable that the court would 
accept the interpretation as shown in the clinical 
history and would not demand the film if it was 
shown that the film had been destroyed in ac- 
cordance with routine procedure and not singled 
out for destruction. 


Actually every film file contains many films, 
even up to seventy-five per cent, which are of cor- 
roborative rather than of primary diagnostic sig- 
nificance and an intelligent discriminating judg- 
ment would permit a very great reduction of the 
number without any hazard of future embarrass- 
ment. 
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GET SIMMONS INNER-SPRING 





You are still able to obtain this Simmons Inner-Spring 
Mattress from your Hospital Supply Dealer. He has it 
in stock for prompt shipment. 

The Simmons Hospital Mattress has improved inner- 
spring construction of 192 coils in size 3/0 x 6/5. Its 
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8 oz. woven fabric A. C. A. ticking meets Government 
and Hospital specifications. Deep upholstering . . . 
Flat button tufts... tape ties... 4 handles 

... 8 ventilators ... Pre-built border 

construction. 


Sor Vanrsee'f homer... 


THE H W MATTRESS for nurses’ homes. Deeply upholstered with 
cotton felt; garnetted. Has special feature of separate inside upholstery 
bag. Top and bottom also upholstered with cotton batts. Upholstery bag 
hand-stitched to patented, pre-built, felted border with inner roll. French 
taped edge... 4 cloth handles . . . Flat button tufts. Selection of cover 


fabrics. All sizes. 


H W BOX SPRING of flexible wood slat construction, double-helical 


suspended from each end. Felted upholstery. 
Protective sheeting over slats. 4 handles. Match- 
ing covers with French taped edge. All sizes. 


Deep layers of felted, cotton upholstery. Diamond tufted, and has a crown 
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center. Roll edge, 6 oz. woven stripe cover. 3/0 size. Weight 35 pounds. 
See your Hospital Supply Dealer or write Simmons Company—no obliga- 


Nitin a tion, of course. 
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Of Special Interest to Administrators 


Interns and Residents 


Hospitals are faced not so much with an actual 
shortage of interns as with a question of timing 
which may call for some ingenuity if the intern 
training program is to be maintained. 

The accelerated program for medical schools so 
alters dates of graduation that the next class of 
about 5200 will graduate in February and March 
of 1943, and about 5000 each in December 1943 and 
in June 1944. 

At the same time the Selective Service Regula- 
tions permit deferment of the medical graduates 
for but twelve months from date of graduation. 
Interns who graduated in June 1942 will therefore 
become liable for service in the armed forces in 
June of 1943. Those graduating in February 1943 
must begin their internships at once in order to 
complete them within the twelve months allowed 
before their entrance into military service. 

This will create a “hump” of 10,000 for the three 
months from the end of February 1943 to the first 
of June 1943—the new group entering hospital 
service three months before the old group have 
completed their year. Many hospitals have not 
enough housing facilities to provide for this added 
number, and their training program is not ad- 
justed to it. 

It should also be noted that the next class of 
approximately 5000 will graduate in December 
1943 and thus will overlap three months on the 
group who entered service the preceding Feb- 
ruary. 

Some hospitals, particularly the larger ones, 
which have lost a large proportion of their assist- 
ant residents and residents to the military service, 
will be able to digest the new crop of interns with- 
out much difficulty but even these will be faced 
with the loss of the preceding group in June with 
no chance of replacement until December. 

Since the problem is one of synchronizing the 
period of service with the dates of graduation, it 
has been suggested that as long as the acceleration 
of the medical school program remains in effect, 
the intern program be synchronized with it by the 
simple expedient of reducing the intern service 
from twelve months to nine months. But about 
half of the state licensing boards require comple- 
tion of a full twelve months internship before 
licensing and the Army and Navy requires a sim- 
ilar period before commissioning as a medical offi- 
cer. At least two methods of meeting this condition 
have been proposed. One is by keeping the intern 
in the conventional hospital service for nine 
months and arranging for him to spend the last 
three months as an apprentice under a preceptor 
approved by the hospital. Another proposal is that 
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he be taken into the armed forces on an intern 
status for the last three months. 

It is possible that either of these plans would be 
acceptable to both state licensing boards and to 
the Army, Navy, and Public Health Service. Such 
acceptance would probably depend almost entirely 
on the fidelity with which the hospital kept to the 
spirit as well as the letter of the arrangement. 

The accelerated program of medical education 
is a military expedient and there is little doubt 
that when the war is over schools will go back to 
their former schedules and hospitals will then be 
faced with unscrambling the omelette the war has 
caused. There is little that can be done about this 
phase of the question as yet but it should be kept 
in mind in the formulation of the wartime pro- 
gram in order that when the demobilization comes, 
the readjustments can be made with a minimum of 
disruption of the hospital services. 

The resident system, while involving a smaller 
number of hospitals, is feeling the shock even 
more. With the loss of attending staff men the 
hospital finds increased need for the services of 
residents. But the Procurement and Assignment 
Board has recommended that the number of res- 
idents should be limited to not more than fifty 
per cent of those in hospitals before the war and 
that for 1943 the number should be still further 
reduced. It is further recommended that whatever 
quota is determined as essential, selection should 
be from the following groups in order: 

1 Physicians who for physical or other reasons 

can not qualify for service in the armed 
forces. 
Present interns or residents who are de- 
ferred by Selective Service. Preference in 
this group should be given to those who 
have been deferred in Class IV-F and Class 
III-A or III-13 and maintain a bona fide fam- 
ily relationship with wife and/or children. 
Present interns who hold commissions in the 
Army or Navy. Whether any such defer- 
ments will be possible depends upon the 
exigencies of the military situation and in 
any case these deferments should not be 
sought until the possibilities of 1 and 2 have 
been exhausted. 





++ 


Charges of Utility Companies 

The capital investment and the fixed overhead 
charges of utility companies are so great in com- 
parison to their current operating cost that the 
common practice is to make two types of charges, 
one to cover the overhead and capital charges and 
a second one related to the actual value of the 
utility service delivered. 
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This is the lighting combination you need in 
minor surgeries, emergency rooms and out- 
patient departments to help a busy staff do 
their jobs most effectively. 

1—Castle “G-V” Light ... for glareless in- 
direct general room illumination . .. with 50 
foot candles at table height. 


he One-Two-Three of Special Lighting 


2—Castle No. 1 Spotlight for intra-cavity 
lighting . . . projects plenty of cool, color- 
corrected light where ever it is needed most 
... shadow free. 


3—Castle Power Box ... to take over 
current for No. 1 light automatically when 
line power fails from any cause. 


All three available for special hospital needs. 


WILMOT CASTLE COMPANY, 1276 University Ave., Rochester, N. Y. 


(C A@Pee LIGHTS 
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Electricity 


In the case of the small user of electricity, this 
is usually in the form of a simple step rate in 
which a small consumption is charged at a rela- 
tively very high rate and increased consumption 
is charged for at rates decreasing in “steps” until 
the lowest step may not be more than one-third that 
of the first or highest step. Thus in Chicago, for in- 
stance, a six-room house must pay five and one- 
half cents per kilowatt hour for the first thirty-six 
kilowatts, three cents per kilowatt for the next 
sixty-four kilowatts and 2 cents for all over one 
hundred kilowatts. 

Larger users are ordinarily charged on two com- 
bined bases, one the “peak demand” or connected 
load and the other an energy charge which is 
computed on a step rate. In Chicago, this step rate 
begins at 5.5 cents for the first fifty kilowatts and 
graduated down to 1.65 cents for all over 6000 
kilowatts. 

There are still other rates in effect for large 
power users and in some cases for electricity used 
for heating or cooking purposes. 


Gas 


There is even more variation in rates for gas 
than in rates for electricity. Formerly rates were 
quite generally based on the number of cubic feet 
consumed. The heat value of gas may vary from 
as low as 500 Btu per cubic feet for manufactured 
gas to 1140 Btu for natural gas. Where pipeline 
natural gas is available, it is common practice to 
use a mixture thus combining the higher heating 
value of natural gas with the safety factor of the 
odor of manufactured gas. This variability in heat 
value has resulted in a new method of measure- 
ment known as the therm which has a heat value 
of 100,000 Btu. 

Rates for gas are commonly on a simple step 
rate system without demand charge although in 
certain special cases for the larger users a demand 
charge may be made. 

There are some “off peak” rates for such users 
as gas engines, water and space heaters, etc. The 
spread between “on peak” and “off peak” rates is 
sometimes very wide as for instance an off peak 
rate of three cents and an on peak of twelve, or 
even from three to twenty-five cents as noted in 
one case. 

Rates are ordinarily under control of some state 
agency such as the Public Utilities Commission, 
State Industrial Commission, etc. Both the classifi- 
cations and the rates themselves vary quite widely 
due to differing policies and viewpoints of these 
commissions. For this reason there can be no ready 
made formula by which any individual adminis- 
trator can secure reductions in rates but it is cer- 
tain that many institutions can find a way to make 
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very material savings by a study of the rates and 
classifications within his own state. In some in- 
stances the utility company itself will make these 
studies and recommend such means as are neces- 
sary, while in others it is necessary for the ad- 
ministrator or a state association or local hospital 
council to make the study and present it to either 
the utility company or as a petition to the state 
agency in charge. 


Examples of What Can Be Accomplished 
in This Field 


The Hospital Conference of New York City 
secured a new form of contract for electricity 
which resulted in savings as high as thirty-eight 
per cent for individual hospitals and an estimated 
total saving of $100,000 for all the hospitals of 
Greater New York. A significant point in the 
argument was that the hospital demand is a seven- 
day, twenty-four hour demand and thus much of 
it falls in the “off peak period.” 

A hospital in Canada and another in Wisconsin 
secured material reductions in the demand charge 
by staggering the hours of operation of motors and 
other large consuming units in such a manner as 
to reduce the peak load. 

The Hospital Council of New Jersey secured 
marked reductions for several of its members, 
either by the adoption of a more favorable form 
of contract or in one case combining two meters 
into one. In another case this council secured for 
one of its members a reduction in water rates 
which resulted in a saving of $900 per year. 

In Louisiana an administrator discovered that 
there were two meters and that the bill was being 
computed as if for two different consumers, each 
reading beginning at the top rate and then step- 
ping down. He made representations to the com- 
pany that the second meter was for the conveni- 
ence of the company and not of the hospital. On 
this basis the company agreed to compute the bills 
as though from a single meter thus putting the 
second meter reading in the lowest rate bracket. 
The hospital also recomputed its past bills over a 
three-year period on a similiar basis and received 
from the company a refund of $1800 on that 
showing. 

Requests for reduction are usually well received 
by the utility companies but in the case of electri- 
city even the less willing ones are apt to be more 
attentive if they find that the hospital is seriously 
considering the manufacture of its own current. 
The utility engineers know that under the “load” 
conditions peculiar to the hospital, it can usually 
produce its own current for as little as one cent 
per kilowatt hour, at least during the heating 
months and not very much more than that during 
the “heat off months.” 
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“THERE IS A TIDE 
IN THE AFFAIRS OF MEN” 


and institutions—In matters of purchasing, the services of Hospital 
Bureau of Standards and Supplies, Inc., are proving a fortunate tide. 
Two hundred and fifty voluntary institutions are making active 
use of them. 


A copy of our monthly service bulletin 
iy * “Bureau News’ will be sent on your request. 


HOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue : ° , New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 
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For years, Sexton has been head- 
quarters for fine canned fish. If 
you can get it at all, you can get 
it from Sexton. Edelweiss Gulf 
Shrimp, always popular, offers 
you universally attractive appe- 
tizers or entrees at a reasonable 
cost. Whether you serve shrimp 
or any other sea food, Sexton zest- 
ful sauces will lend them a piquant, 


delicious flavor that will be pop- 


ular with your guests. 


JOHN SEXTON & CO). 1943 
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Welby E. Abrams, business manager of the Carle 
Memorial Hospital, Urbana, Illinois, has received 
a commission as a Captain in the Medical Admin- 
istrative Corps of the United States Army. Russell 
H. Duncan, assistant business manager at Carle 
Memorial Hospital for the past four years, has been 
appointed to succeed Mr. Abrams. 





+ 


Katharine O. Altman, R.N., has resigned as su- 
perintendent of the Conway Hospital, Conway, 
South Carolina, to become superintendent of the 
Marion Sims Hospital, Lancaster, South Carolina, 
succeeding H. G. Williams, who has been acting 
superintendent for the past six months since Mrs. 
Gertrude T. Haynes, R. N., resigned. Miss Lou 
Abrams, superintendent of nurses at Charlotte 
Memorial Hospital, Charlotte, North Carolina, has 
succeeded Miss Altman as superintendent of the 
Conway Hospital. 





+ 


Eugene Russell Andres, assistant administrator 
and auditor of Hillcrest Memorial Hospital, Tulsa, 
Oklahoma, has received a commission as a First 
Lieutenant and reported for active service with 
the Medical Administrative Corps of the United 
States Army. 





ow 
+ 


Newman M. Biller, assistant director of Monte- 
fiore Hospital, New York City, has been appointed 
executive director of the Home for Aged and In- 
firm Hebrews, New York City. Dr. Sigmund L. 
Friedman succeeded Mr. Biller as assistant di- 
rector of Montefiore Hospital. 





Evelyn E. Bills has resigned as superintendent 
of the Littleton Hospital, Littleton, New Hamp- 
shire, and Mrs. Emma H. Bass is now serving as 
superintendent. 





++ 


Leon A. Bondi who has been granted a leave of 
absence as superintendent of the Galesburg Cot- 
tage Hospital, Galesburg, Illinois, has been com- 
missioned a Lieutenant in the United States Navy. 
Eva H. Erickson, director of nursing at the Gales- 
burg Cottage Hospital, will assume the duties of 
superintendent in addition to her duties as director 
of nursing. 





+ 
+ 


Vergil F. Bradfield has assumed his duties as 
assistant superintendent of the University Hospi- 
tal, Baltimore, Maryland. 





++ 


George S. Buis, superintendent of the Bracken- 
ridge Hospital, Austin, Texas, has reported for 
active service with the United States Army, and 
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News Notes of Interest to the Hospital Field 





Robert N. Putnam has been appointed as adminis- 
trator of the Brackenridge Hospital. 





Lloyd H. Chadbourn, superintendent of the 
Rowan Memorial Hospital, Salisbury, North Caro- 
lina, has reported to the Medical Administrative 
Corps of the United States Army, and Margaret 
Scott, R.N., director of nurses of the hospital, and 
formerly superintendent of the City-County Hos- 
pital, La Grange, Georgia, has accepted the posi- 
tion as superintendent. 


ne 
++ 





Alan W. Chadwick has resigned as superintend- 
ent of the Hospital Cottages for Children, Bald- 
winville, Massachusetts, to accept a commission as 
Lieutenant in the Medical Administrative Corps. 
At present he is located at Station Hospital, Fort 
McClellan, Alabama. Mark L. Ball, formerly busi- 
ness manager of the Massachusetts Osteopathic 
Hospital, Boston, has succeeded Mr. Chadwick. 





Richard J. Connor, formerly assistant admin- 
istrator of the University Hospitals, Iowa City, 
Iowa, is now administrator of the Ellis Fischel 
State Cancer Hospital, Columbia, Missouri. 


+ 





John F. Crane,formerly administrator of the 
American Hospital in Britain, has been appointed 
assistant director of the Montefiore Hospital, New 
York City. 





+ 


Dr. George W. DeMuth has resigned as superin- 
tendent of the Defiance Hospital, Defiance, Ohio, 
and Nelle A. Kelley has been appointed Doctor 
DeMuth’s successor. 


++ 





Harold F. Dold has resigned as general superin- 
tendent of the W. A. Foote Memorial Hospital, 
Jackson, Michigan, and Alan Leamy has assumed 
his duties as Mr. Dold’s successor. 





++ 


Elizabeth A. Gallery has been appointed super- 
intendent of nurses of the Bloomsburg Hospital, 
Bloomsburg, Pennsylvania. 


+04 





Major Roger A. Greene has been given a part- 
time leave as superintendent of the Pottsville Hos- 
pital, Pottsville, Pennsylvania, to serve as a hospi- 
tal officer for the State Council of Defense of 
Pennsylvania. 





C. E. Griffith, superintendent of the Western 
Oklahoma Charity Hospital, Clinton, Oklahoma, 
has reported for active service with the United 
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Why Do So Many Nurses Recommend 
Colgate 's 
Hoating Soap? 








Here’s the Answer! 
Some Facts it Will Pay Every 
Hospital Superintendent to Read! 


|, ee say Colgate’s Floating Soap 
is a favorite with many of their 
patients! “Such rich, creamy lather!” 
**Makes me feel so clean and refreshed!” 
These are just a few of the remarks they 
hear almost every day! é 
Superintendents like to please pa- 
tients, too. They know the value of 
little things. And for them, Colgate’s 
Floating Soap has additional advan- 
tages. First, there is no finer floating 
soap on the market! It’s pure, white, gen- 
tle! Second, it’s priced to meet the strict- 
est hospital budget! Write for prices to 
our Industrial Dept., Jersey City, N. J. 





FOR HIGHEST QUALITY MILLED 
TOILET SOAPS TRY 
PALMOLIVE AND CASHMERE BOUQUET 








PALMOLIVE—the world’s 
favorite toilet soap— 
meets the highest hospital 
standards of purity . . . 
gives rich, fragrant, 
genily cleansing lather. 


COLGATE-PALMOLIVE-PEET co. 


Jersey City, New Jersey 


CASHMERE BOUQUET is 
considered a real luxury 
soap. Yet it is economi- 
cal. Women patients espe- 
cially love this fragrant, 
hard-milled, white soap. 








J ille, Indi * Kansas City, Kansas «+ Berkeley, Californie 
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States Army, and Dr. Willard H. Smith has been 
promoted to acting superintendent. 





Adeline M. Hughes, R. N., has resigned as su- 
perintendent of the Saratoga Hospital, Saratoga 
‘Springs, New York, and Rose Q. Strait has suc- 
ceeded Miss Hughes as superintendent. 


e+ 





. M. E. Knisely, director of The Iroquois Hospital, 
Watseka, Illinois since 1938, has been appointed su- 
perintendent of St. Luke’s Hospital, Milwaukee, 
Wisconsin, succeeding Millie A. Jacobson, who re- 
signed to become administrator of Municipal Hos- 
pital, Virginia, Minnesota. Roland A. Scott has been 
appointed director at The Iroquois Hospital to suc- 
ceed Mr. Knisely. 


we 
oe 





Mary Larter, R. N., has succeeded Emily C. 
Allison as head of the Mary Washington Hospital, 
Fredericksburg, Virginia. Miss Allison resigned to 
accept the superintendency of the Annie M. 
Warner Hospital, Gettysburg, Pennsylvania. 





os 
+ 


Dr. Leon S. Lippincott, who for many years was 
superintendent of the Vicksburg Sanitarium, 
Vicksburg, Mississippi, has accepted the appoint- 
ment as director of the Stodder Laboratory at 
Eastern Maine General Hospital, Bangor, Maine. 





Mallie F. Mahaffey, superintendent of nurses at 
the Utah Valley Hospital, Provo, Utah, has joined 
the Army Nurse Corps. 





roN 
+ 


Dr. Jack Masur, executive director of Lebanon 
Hospital, New York City, has been granted a leave 
of absence, having received a reserve commission 
in the United States Public Health Service. Doctor 
Masur is now with the Medical Division, Office of 
Civilian Defense, Washington, D. C. Lionel J. Sim- 
monds has been appointed as Doctor Masur’s suc- 
cessor. 





7+ 


Harriet I. McAfee has resigned as superintend- 
ent of the Haywood County Memorial Hospital, 
Brownsville, Tennessee to accept the superintend- 
ency of the Eliza Coffee Memorial Hospital, Flor- 
ence, Alabama. Ann A. Larkin has succeeded Miss 
McAfee as superintendent of the Haywood County 
Memorial Hospital. 





a+ 


Dr. E. C. McDade is superintendent of the Bryan 
Memorial Hospital, Lincoln, Nebraska, succeeding 
Dorothy Mortensen who has been acting superin- 
tendent since the resignation of Mrs. W. J. Black- 
burn. Miss Mortensen is now employed at the Vet- 
erans’ Hospital, Lincoln, Nebraska. 
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Grace Mjelde, R.N., formerly superintendent of 
the Shawano Municipal Hospital, Shawano, Wis- 
consin, has joined the Army Nurse Corps. 


ant: 
++ 





John T. Morrison, formerly associate director of 
the Commonwealth Fund, New York City, has re- 
ceived a commission as a Captain in the Medical 
Corps of the United States Army. 


owe 





Dr. David W. Park has assumed his duties as 
superintendent of the Potsdam Hospital, Potsdam, 
New York. Doctor Park had previously served for 
many years as Inspector of Hospitals for the New 
York State Department of Social Welfare. 


a 
++ 





Dr. Magnus C. Petersen, formerly superintend- 
ent of the Willmar State Hospital, Willmar, Min- 
nesota, has succeeded Dr. B. F. Smith as superin- 
tendent of the Rochester State Hospital, Roches- 
ter, Minnesota. Doctor Smith recently resigned to 
accept the superintendency of the Missouri State 
Hospital, St. Joseph, Missouri. 


Pe oe 
++ 





Georgia H. Riley has assumed her duties as su- 
perintendent of the Morton Hospital, Taunton, 
Massachusetts, succeeding N. Gertrude Sharpe, 
who resigned. 


iia 
++ 





Helen M. Robinson, formerly assistant superin- 
tendent of the University Hospital, Little Rock, 
Arkansas, has returned as superintendent of that 
institution. Miss Robinson resigned as assistant 
superintendent in 1940 to become superintendent 
of the DeEtte Harrison Detwiler Memorial Hos- 
pital in Wauseon, Ohie, from which position she 
resigned in August 1942. 


ron 





Sister M. Scholastica, R.N., superintendent of 
St. Joseph’s Hospital, Dodgeville, Wisconsin, has 
been transferred to St. Ansgar’s Hospital, Moor- 
head, Minnesota, and Sister Mary Joseph, R. N., 
has assumed her duties as superintendent of St. 
Joseph’s Hospital in Dodgeville. 


ow 
++ 





Mrs. Henriette K. Stafford, R.N., is superintend- 
ent of Christ’s Hospital, Topeka, Kansas, having 
succeeded Hilda Fischer, resigned. 





os 
++ 


James W. Stephan, has resigned as assistant su- 
perintendent of the New Haven Hospital, New 
Haven, Connecticut, to accept the appointment as 
superintendent of the Aultman Hospital, Canton, 
Ohio, succeeding Hulda Fleer, resigned. 


(Continued on page 127) 
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